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THE DEMENTIA PR#ZECOX-SCHIZOPHRENIA 
PROBLEM. 


By JAMES V. MAY, M.D., 
Superintendent, Boston State Hospital, Boston, Mass. 


Dementia przcox is responsible for approximately 23 per cent 
of the first admissions to the state hospitals in Massachusetts.’ In 
New York the admission rate is about 26 per cent.” Throughout 
the country as a whole, as has been shown by recent reports of the 
United States Census Bureau,” it constitutes 22 per cent of all the 
psychoses represented in the first admissions to mental hospitals. 
In view of the fact that over 50 per cent of all of the patients 
housed in these institutions are suffering from dementia precox, 
the importance of that psychosis cannot be overestimated. That 
death is due to tuberculosis in one-third of these cases dying in 
our hospitals * is worthy of serious consideration. The maintenance 
cost of caring for this large population is a financial burden which 
has long since assumed enormous proportions. It is estimated as 
amounting to over $40,000,000 annually. 

Under the circumstances, the necessity of accurate information 
regarding the various phases of this important problem must be 
conceded. A study of the incidence of dementia precox as re- 
ported by authorities in various parts of the country shows con- 
clusively that there is a wide divergence of opinion as to the nature 
of this disease. The views of Bleuler on this subject have added 
materially to the condition of uncertainty which has existed for 
years. Kraepelin’s original description of dementia przecox as 
essentially a deteriorating process is diametrically opposed to the 
theories later advanced by Bleuler. If we are to reach any intel- 
ligent conclusions regarding the evaluation of this most important 
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of all the psychoses, there must be some definite agreement as to 
what constitutes dementia przecox and how it is to be defined. 
Until that has been accomplished, our statistics relating to that 
disease must be looked upon as subject to future revisions which 
may be far-reaching if not actually revolutioriary in character. 
In view of the widespread prevalence of that psychosis, the ques- 
tion as to the complete recoverability of dementia przcox should 
be definitely settled for all time. 

An understanding of the general field covered by this disease 
necessitates a careful consideration of the various steps which led 
up to the dementia przecox concept of Kraepelin. He grouped to- 
gether under that designation various clinical entities previously 
described. All of these, according to Kraepelin, had at least one 
thing in common—the comparatively early appearance of an in- 
tellectual deterioration. An understanding of the psychological 
factors responsible for the various manifestations of dementia 
precox is vitally important. His analysis of the fundamental 
mental mechanisms involved in the psychoses included in this 
group led Bleuler to his well-known description of schizophrenia 
in Ig11. It will be generally admitted, I think, that the nomen- 
clature of this disease at this time is a matter of comparatively 
little consequence. In view of the importance of many of the 
numerous references to dementia precox in the literature of psy- 
chiatry, it has been deemed advisable, as far as possible, to quote 
directly from the original articles on the various subjects discussed. 
Although frequently referred to in the various textbooks on psy- 
chiatry, very few of these epochmaking contributions have ever 
been translated or quoted verbatim. 

The words “ dementia precox ” were used for the first time, as 
far as can be determined, by B. A. Morel * in 1860. His description 
of the disease was so interesting as to be well worthy of repetition: 


An unfortunate father consulted me one day regarding the mental con- 
dition of his son, between 13 and 14 years of age, and in whom a violent 
hatred of the author of his existence had replaced the most tender of senti- 
ments. This child, whose head was well formed and whose intellectual 
faculties surpassed many of his comrades in his studies, struck me at the 
first glance as showing an arrest in development in stature. His first dis- 
content related to this insignificant appearance, which was far from being 
the source of the peculiar abnormalities in his feelings. He was despondent 
about being the smallest in his class, although he was always first in his 
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examinations, and that without effort and almost without study. It was, 
as it were, by intuition that he understood things and that everything was 
classified in his memory and his intellect. Unconsciously he lost his cheer- 
fulness and became somber, taciturn, and showed a tendency to solitude. It 
appeared at first that he had onanistic tendencies, but that was not the case. 
The state of melancholy depression of the child, his hatred of his father, 
even with the idea of killing him, had an entirely different cause. His 
mother was insane and his grandmother eccentric to the last degree. 

I ordered an interruption in his studies, and his isolation in a hydro- 
therapeutic institution. Gymnastic exercises, baths, manual labor, were 
needed in the new hygienic conditions of his existence. These means were 
employed systematically and intelligently under the direction of a judicious 
and learned physician, Dr. Gillebert d’Hercourt, and a most favorable 
improvement was made in the physical condition of the child. He grew 
considerably, but another symptom as disturbing as those described began 
to dominate the situation. The young invalid progressively forgot all that 
he had learned, and his brilliant intellectual faculties entered into a very 
disturbing period of arrest. A kind of inactivity bordering on stupidity re- 
placed his former activity and when I saw him again it looked as if a tran- 
sition to an irrecoverable state of dementia precox was taking place. This 
unfavorable prognosis is usually far from the minds of the parents and 
even the physicians who are taking care of these children. 


Unfortunately, Morel interpreted this disorder as an arrest of 
development which should be included with mental deficiency as 
a “variety of intellectual, physical, and moral degeneracy in the 
human race due to heredity.” 

Meyer’s reference to this contribution * was of historical value: 


With Morel, in the fifties, we meet the term “démence précoce” in con- 
nection with a type of “stupidité.” With a certain sense for more funda- 
mental nosological ambitions, it was presented not as accidental but as 
constitutional. But with him the preoccupations were in the direction of 
degeneracy in the sense of the fate of successive generations, which had 
to carry the burden of the occurrence and the bad prognosis of mental dis- 
ease. Degeneracy became a lasting obsession, especially in French psy- 
chiatry, but by no means necessarily with the connotation of deterioration 
into a dementia. This conception of degeneracy beclouded the more clearly 
nosological ambition of Morel, that of looking for unity of cause, course, 
and outcome. 


There are very few other early references to dementia pracox 
under this particular designation. 

Schiile,’ in speaking of the termination of various psychoses, 
in 1886, said: “ There is finally a frequent tendency to a premature 
psychic standstill (dementia precox) or to a progressive mental 
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degeneration (degenerative forms with moral insanity).” In his 
discussion of hereditary neuroses, he also referred to dementia 
precox: “Episodes of genuine insanity may develop (usually in 
the form of compulsive depressive ideas). Other cases remain 
stationary until puberty. Not a few of these hereditary cases are 
stranded on this first rock ; some develop into hebephrenias, others 
into dementia acuta (precox).” It must be admitted, however, that 
this throws very little light on the subject of dementia precox as 
we know it to-day. 

In the meanwhile, various American, English, and other psy- 
chiatrists were discussing the psychoses of adolescence and puberty, 
juvenile insanity, primary dementia, etc. These forms clearly be- 
long within that general grouping, but have little if any bearing 
on the considerations which influenced Kraepelin in his description 
of dementia precox. Certainly those who wrote of these various 
types of primary dementia, so-called, gave no thought to the funda- 
mental mechanisms which Bleuler pointed out as the essential fea- 
tures of schizophrenia. 

The first important landmark in the history of dementia precox 
is unquestionably the contribution made by Hecker on hebephrenia 
in 1871, although that clinical entity had already been referred to 
previously by Kahlbaum. Hecker’s own description of that psy- 
chosis was as follows: ° 


Among the mental symptoms of general paresis Westphal points out, not 
without justice, as a special characteristic the early appearance of a mental 
weakness which progresses very rapidly. Mixed in with the first stages of 
melancholia and mania are the suggestions of a rapidly progressing de- 
terioration. This mental decline commences almost with the beginning of 
the disease. Kahlbaum in his lectures called attention first to the fact that 
in another disease there are characteristic symptoms which have nothing in 
common with paralysis, the hebephrenia proposed by him, a mental disorder 
which also shows variable forms and appears during the years of puberty 
closely associated with gross changes at this time in the physical and mental 
development. 

Hebephrenia is a disease which always develops at the time of puberty. 
All of the cases mentioned, where the beginning of the disease was clearly 
defined, appeared between the ages of 18 and 22, at a time when the pro- 
gressive “renewal and transformation of the ego” (Griesinger) during 
puberty under normal circumstances has practically reached its completion. 
This psychological process, which appears with a series of particularly 
marked symptoms, is manifested as a pathological permanence in hebephrenia, 
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in that the symptoms which are observed temporarily in the period of transi- 
tion present themselves in a markedly increased degree in the disease and 
finally lead to a peculiar end stage, which, on account of its characteristic fea- 
tures, we may designate as hebephrenic deterioration. 

The disease begins in the majority of cases apparently as the result of a 
profound emotional alteration with the various symptoms of melancholia which 
soon finds its expression in a vague, indefinite sadness and emotional de- 
pression and is then gradually mixed with definite but very changeable de- 
lusional ideas. Almost all phases of the emotional life may, one after 
ancther, become involved in the depressive mood, and the melancholia may 
express itself in contrite self-accusations, sentimental and amorous fancies, 
or finally in dull brooding ideas of persecution and injury. At the same 
time, there is soon shown a great superficiality of feeling and the picture 
of this melancholia is very different from the pictures of misery shown, for 
instance, in genuine dysthymia. It often seems as if the patients play or toy 
yoluntarily with their melancholy feelings, and soon a more cheerful mood 
appears in contrast with the sadness. After an absorption in the awful 
tragedy, the misfortune which has befallen him, or a lamentation over the 
sins which he has committed, and the persecution inflicted upon him, the 
patient often cannot repress a tendency to laugh and make foolish jokes. 
Then appears an increased tendency to a peculiar activity which may de- 
velop into an outspoken expansive mania. As a rule it manifests itself in an 
aimless, objectless, foolish conduct, in a tendency to tramp life and wander- 
ing about, and such individuals may get along in the world for a long while 
without being recognized as abnormal. Often there is a danger, on account ot 
the peculiar type of their weakmindedness, of being looked upon as malin- 
gerers, which is often done in some cases intentionally and shows itself in 
absurdities of speech and conduct. This form has, therefore, an. important 
significance in forensic psychiatry. Such a case, where five opposing medical 
opinions were given and where the undoubted hebephrenic was first de- 
clared sane and sentenced and then was declared insane in the penitentiary 
as a result of repeated vigorous efforts with the cooperation of Kahlbaum, was 
recently published in another place. 

The characteristic features of hebephrenia above all are: its appearance 
in connection with puberty, the succession or changing appearance of vari- 
ous forms (melancholia, mania, and confusion), the very quick termination in 
a psychic enfeeblement, and a characteristic form of final deterioration, the 
evidences of which can be seen in the first stages of the disease. 


The next great step in the development of the dementia przecox 
concept was the description of catatonia by Kahlbaum in 1874. 
His observations regarding the essential features of that disorder 
were as follows:” 


I shall now endeavor to describe in this work a disease picture in which 
definite somatic as well as muscular symptoms accompany the mental mani- 
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festations in even greater frequency than in paralytic insanity, and as in that 
disease bear an essential relation to the form of the whole disease process, 

This disease picture stands in nearest relation to the condition usually 
referred to as melancholia attonita, which has heretofore been looked upon 
as a specific disease entity, although it very rarely appears primarily and 
more often as a simple melancholia, or as is frequently the case, as a 
melancholia with a subsequent mania, the melancholia attonita representing 
the third stage of the disease process. If the disease does not lead to a re- 
covery, the melancholia attonita eventually ends in a terminal dementia, so 
that in this same disease four different conditions, one after the other, enter 
into the psychic picture of the disease process. These observations agree 
with the opinions expressed by Guislain, Zeller, and Griesinger, that mental 
diseases progress by various stages with changing mental characteristics and 
also that like simple melancholia, mania, and dementia, even melancholia 
attonita may be looked upon as a specific disease entity. The so-called 
melancholia attonita refers to that condition in which the patient sits quietly 
or completely mute and motionless, immovable, with a staring countenance, 
the eyes fixed on a distant point and apparently completely without volition, 
without any reaction to sensory impressions, sometimes with a full fledged 
cerea flexibilitas, as in catalepsy, sometimes with only a slight but definitely 
appreciable degree of this striking manifestation. The general condition of 
such a patient gives the impression of a deep mental distress or a fixedness 
resulting from a severe fright, and as a disease entity is assigned now to 
the depressive states (whence the name melancholia attonita), now to the 
debilitated states (stupor or dementia stupida), or is looked upon as a com- 
bination of the two (Baillarger’s melancholie avec stupeur). This peculiar 
form of mental condition continues in the patient, when it once appears, for 
a considerable time, sometimes appearing repeatedly and then often in a 
transitory manner. As the intensity of development is not always so pro- 
nounced as in the description given, and on account of definite incomplete de- 
velopment, the correct conception of this condition is sometimes overlooked. 
Practically overlooked also is the very definite association with other disease 
processes and the frequent association with definite somatic and, above all, 
muscular symptoms. 

If we submit the cases which show during their course a melancholia 
attonita, or, more briefly stated, an attonicity, to a careful clinical study, we 
find epileptiform attacks appearing in the early stages of the disease in many 
patients, or in a large number of cases other convulsive conditions which 
soon terminate in permanent epileptiform states. In the stage of attonicity 
these find their most marked development in cerea flexibilitas and persist 
in some form even in the stage of terminal dementia. In addition to these 
interesting somatic symptoms, the specific significance of which may be 
compared with the paralytic manifestation of general progressive paralysis, 
with or without ideas of grandeur throughout, these cases show other 
definite psychic as well as somatic characteristics. There is particularly a 
characteristic form of exaltation which may be described as a_ pathetic 
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ecstasy and, further, a striking impulse to talk in the form of speeches, 
which, with the well-known elements of attonicity and other commoner 
symptoms, are characteristic. 

This disease form appears in a way as a clinical counterpart of general 
progressive paralysis with or without grandiose ideas. In many respects, 
referring to its course in various types of psychic disease pictures, and its 
definite association with muscular symptoms, it shows a clear analogy to 
that disease. In other respects—first in reference to the quality of the 
muscular and psychic disorders, as will be shown later with special reference 
to prognosis, it is in marked contradistinction to it. As interesting as are 
the general clinical considerations, the frequent occurrence of the disease and 
its anthropological relations are even more important. 


As a matter of historical interest, it is worthy of note that Pick 
in 1891” suggested grouping the hebephrenia of Hecker and the 
catatonia of Kahlbaum together under the designation of dementia 
praecox. 

The dementia pracox of today is, however, the disease so clearly 
and elaborately covered by Kraepelin in the fifth and sixth editions 
of his textbook. In his fifth edition“ Kraepelin described a group 
of disorders due to disturbance of metabolism. Under this heading 
he included dementia pracox, catatonia, and dementia paranoides, 
all deteriorating processes : 


As dementia przecox we designate the development of a simple more or 
less high grade mental deterioration in the form of an acute or subacute 
mental disorder. 

The first accurate and in many respects classical description of certain 
forms of dementia precox we owe to Hecker, who in 1871, subscribing to 
Kahlbaum’s views, described under the designation of hebephrenia such 
cases as develop a variety of mania after an initial stage of melancholia 
quickly passing into a genuine deterioration. Hebephrenia in this sense will 
only in small part be included in the group designated here as dementia 
precox. Daraszkiewicz for that reason extended the conception of hebephrenia 
to include the “ severe forms ” leading to a profound dementia. I believe, how- 
ever, that for the time being and for the reasons given above we should re- 
tain the designation of dementia przecox for this enlarged group. 


This conception was elaborated more fully in his sixth edition 
in 1899.” His views, summarized briefly, were as follows: 


Under the name of dementia precox it was our privilege provisionally to 
group together a number of disease entities which had the common charac- 
teristic of a termination in a characteristic deterioration. It would appear, in 
fact, that this unfavorable outcome is not without exceptions, but it is so 
exceedingly common that we for the time being must retain this same 
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designation. Perhaps other names, such as the “ demenza primativa” of the 
Italians or the expression preferred by Rieger “dementia simplex,” would 
be more suitable. From the known clinical and anatomical facts I cannot 
doubt that we have to do here with a severe and as a rule markedly 
retrogressive process in the brain cortex. Whether the course of the disease 
is definitely always the same must for the time be stated as entirely un- 
certain. 

From a clinical point of view and for purposes of classification three 
general groups of dementia precox commend themselves. These are, however, 
without doubt associated through transitions from one to another. We will 
designate these forms as hebephrenic, catatonic, and paranoid. The first 
of these coincides with the dementia precox previously described by me, and 
the second with catatonia, while the third includes the cases heretofore as- 
signed to dementia przcox and even to paranoia and which quickly lead to 
a considerable degree of mental enfeeblement. The whole domain of dementia 
precox corresponds essentially to the disease types previously described as 
“ deteriorating processes.” I must suggest this change in nomenclature be- 
cause paralysis, senile dementia, and a series of other disease processes might 
be understood perhaps as being included in the deteriorating processes. 


The simple form of dementia praecox as described by Kraepelin 
was covered more fully by Diem * in 1903: 


It is not a very rare occurrence in experience to find that young people 
heretofore healthy and with a promising future, sometimes earlier, some- 
times later, about the time of puberty are reduced in efficiency and become 
indifferent and unproductive, following the educational course of their com- 
rades of the same age with an effort and sometimes with aversion, ulti- 
mately obviously not being able to keep up, and have to give up the career 
originally chosen. Young students, for instance, leave their college or uni- 
versity, sink to a lower social level, and attempt to earn a living as clerks, 
penmen, translators, gardeners, instructors, or tutors. It is hardly to be said 
that they enter into their new life with resignation. Usually they are entirely 
indifferent to the fellow students and classes they have left, as if there was 
nothing special or important in the affair. They adapt themselves soon to 
the new situation and do very well for a long while, but one rarely hears of 
their making another change of their own accord or on the initiative of 
others and returning to their former social position. It is hard to determine 
whether we are dealing with the so-called infant prodigies or a simple ces- 
sation of development or whether we should speak of an actual retrogression 
of acquired efficiency. That both of these factors are concerned is out of the 
question. 

A summary of what has been said shows that, in addition to the clinical 
picture of hebephrenia, catatonia, dementia paranoides, and other paranoid 
forms which terminate in the characteristic deterioration of dementia precox, 
there exists another type ending in the same terminal state, leading to the 
same disorder of the intellect and the emotions, but in its onset uniformly 
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simple and progressive without special prodromes, the disease developing with- 
out episodes or remissions, without definite manic or depressive moods, with- 
out hallucinations or delusions, and without the characteristic peculiarities of 
the other forms, so-called, of dementia preecox—catalepsy, tics, affectations, 
mannerisms, stereotypies, negations, mutisms, etc. 


In his eighth edition” Kraepelin in 1913 spoke of dementia 
precox as including a “ group of clinical pictures having the com- 
mon symptom of a characteristic destruction of the internal asso- 
ciations of the psychic personality affecting particularly the emo- 
tional and volitional spheres. ... . Although wide differences of 
opinion still exist on many points, the conviction seems to be gaining 
ground more and more that dementia precox on the whole repre- 
sents a well-defined disease entity, and that we are justified in re- 
garding the majority at least of the apparently dissimilar clinical 
types here described as the manifestations of a single disease 
process.” He defined the various forms as follows: 


Simple progressive deterioration as described by Diem under the designa- 
tion of “dementia simplex” consists in an imperceptible and complete im- 
poverishment and breaking down of the entire mental life. 

Of hebephrenia or silly dementia he says, “In this disease picture there 
stands out, particularly with the progressive deterioration of the mental life, 
an incoherence of thought, feeling, and conduct. 

As the third group of dementia precox I should like to group together, 
under the designation of simple depressive or stuporous dementia, those cases 
in which, alter an initial depression, with or without the appearance of 
stupor, a terminal mental deterioration gradually develops. 

Those cases which progress to the marked development of phantastic de- 
lusions we group together in the fourth form of dementia praecox—de- 
pressive delusional dementia. 

The next large group includes those cases in which severe and protracted 
excitements develop. 

The first sub-group which on account of its course we may designate as 
the circular form shows the nearest relationship to the disease picture just 
described in that it also begins with a depression and usually manifests active 
delusions. 

As a second sub-group, the agitated form, we bring together those cases 
in which the disease begins with an excitement and then immediately or 
after more or less frequent remissions and relapse passes into the terminal 
stage. 

In close relation to the cases brought together here we have to consider a 
small group which either in the initial stages of the disease or throughout 
its entire duration follows an outspoken periodic course; these amount to 
less than two per cent of all cases. 
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The excitements of dementia przcox constitute an important part of the 
clinical form—catatonia—which we must now consider. Under this designation 
Kahlibaum described a disease picture which in turn presents the symptoms of 
melancholia, mania, and stupor, the unfavorable cases being accompanied by 
confusion and deterioration, and is furthermore characterized by the ap- 
pearance of certain motor seizures and inhibitions—in other words, the 
catatonic disorders. 

In many respects a dissimilar picture is shown by those cases in which the 
essential symptoms are delusions and hallucinations; these we characterize 
as paranoid forms. The justification for including them with dementia pracox 
I get from the fact that in them sooner or later the delusion formation is 
invariably associated with a series of disturbances which we find everywhere 
in the other forms of dementia precox. 

Cases which do begin with a simple delusion formation but which in the 
further course exhibit still more clearly the peculiar destruction of the mental 
life and particularly the emotional and volitional disturbances which charac- 
terize dementia precox may be grouped together under the name “ dementia 
paranoides gravis.” 

“As a fourth form of paranoid dementia precox, I believe still another 
group should be added, those which on the one hand show a similar develop- 
ment and the same delusion formation as the paranoid disorders just de- 
scribed but which on the other hand terminate in a characteristic mental 
enfeeblement.” These he would call “dementia paranoides mitis.” 

“A last very characteristic group of cases, the discussion of which might be 
included here, is formed by the patients with confusional speech.” These are 
the schizophasias of Bleuler. 


Kraepelin’s views on dementia przecox led naturally to a serious 
consideration of this important subject. The mental mechanisms 
primarily involved in this disease were widely discussed. Meyer, 
in an article in which he reviewed the whole subject in 1906," ex- 
pressed himself as follows: 


The general principle is that many individuals cannot afford to count on 
unlimited elasticity in the habitual use of certain habits of adjustment, that 
instincts will be undermined by persistent misapplication, and the delicate bal- 
ance of mental adjustment and of its material substratum must largely de- 
pend on a maintenance of sound instinct and reaction type. 


Hoch’s study of “ shut in” personality, so-called, was of con- 
siderable interest * and destined to receive a great deal of attention. 
He described it as follows: 


Persons who do not have a natural tendency to be open and to get into 
contact with the environment, who are reticent, seclusive, who cannot adapt 
themselves to situations, who are hard to influence, often sensitive and 
stubborn, but the latter more in a passive than an active way. They show 
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little interest in what goes on, often do not participate in the pleasures, 
cares, and pursuits of those about them; although often sensitive they 
do not let others know what their conflicts are; they do not unburden their 
minds, are shy, and have a tendency to live in a world of fancies. This is the 
shut-in personality. 


This is the “ schizoid” mechanism of later years, a subject which 
was discussed at great length by Bleuler” and introduced as 
follows: 


The dementia precox or schizophrenia concept has never had any scientific 
limitations. Like every other mental disease, this group of psychoses is 
separated from the normal or the psychopathic by social viewpoints (in- 
ability to support themselves, to fit into their environment, etc.). The char- 
acteristics of the disease are found in a milder form not only in latent 
schizophrenics but in the previous history of the actually psychotic and in 
the later history of the improved and “recovered” cases as well as in their 
relatives, and have now been found by Kretschmer in the normal individual 
and those springing from normal families where, according to him, they 
form a definite psychic type which he contrasts with cyclothymia. Finally, 
I believe they can be demonstrated in everyone, although in definitely varying 
degrees. So the expression “schizoid” now designates a type of psychic 
entity and psychic reaction which is more or less apparent in everyone, ap- 
pears in the form of schizophrenia in its pathological exaggeration, but is ob- 
served in its milder expression in those heretofore designated as schizoid 
psychopaths without reaching a degree which we would call psychotic. 


The forerunner of the various analyses of the mental mechanisms 
involved in dementia precox was Wernicke’s contribution on 
“sejunction”’ in 1900. He summarized his views on this subject 
in his clinical lectures as follows: ” 


I shall take up here, as the first patient, the case of a gardener, Rother, 
which incidentally, temporarily, even if rarely, shows hallucinations. How 
is it possible, we ask ourselves, that in the same brain such a large number of 
faise notions and judgment can exist with reality, and at the same time with 
formal logic well retained, apparent clarity, and with a complete grasp on 
the situation? Now, gentlemen, on the other hand, in view of the history of 
the development of the present condition, the answer cannot be in doubt. It 
was the acute mental disorder which led to this looseness in the structure of 
the associations. We will indicate this process of loosening by the appropriate 
name of sejunction, and cannot but recognize a defect, a separation of con- 
tinuity which must correspond to a definite loss of capacity of association. 
That the various ideas and thought complexes in the brain do not exist in- 
dependently but in close connection and are finally absorbed into the ego, de- 
pends, in the last analysis, on the integrity of the associations. The very 
fact that the inconsistency of his different false ideas is not known to the 
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patient himself suggests that the associations of all higher connections to one 
entity, the ego, have been lost. The man is made up of a number of different 
personalities at the same time, as it were, and we can best boldly describe his 
condition as a “ disintegration of individuality.” That this shows up so little 
in his outward behavior, and particularly in his vocational ability, is a ¢o- 
incidence and depends on the unimportance of the demands made upon the 
personality in this case as a result of his occupation. The monotonous occupa- 
tion of a gardener is in close relation to other vocations, such as farm workers, 
many factory employees, and especially to simple manual and mechanical 
trades. In vocations which demand the resources of a complicated personality, 
such as a judge, a physician, a manufacturer, the destruction of the person- 
ality becomes permanently manifested in his occupational ability. 

Gentlemen, we will see later that there is much evidence of a disturbed 
secondary identification which forms the symptoms of the acute mental dis- 
order and is explainable on the assumption of the same processes of sejunc- 
tion. The changes in the consciousness which result from the disturbance of 
identification also are to be attributed to sejunction. 

We know, further, that aside from recovery and a falling off of the mental 
content there is still a third outcome of the acute mental disorders, a dementia 
or deterioration of various grades. The dementia, as we shall see later, de- 
pends likewise upon the sejunction process, which we can only describe here- 
after as a loss or reduction of the association efficiency. In the acute mental 
disorders, before the definite recovery there is often a period observed, 
sometimes longer and sometimes shorter, in which after the subsidence of the 
acute disease the results of it are seen in the form of a change in the 
mental content or in a quantitative loss in the association efficiency. This, 
whether it be a paranoid or deteriorating state of an acute mental disorder, is 
also an approach to restitution. 

All of these considerations, then, point to the process of sejunction as show- 
ing the real nature of the acute mental disorders. As is shown in the Rother 
case, the demonstrated sejunction is readily seen in many old cases. In other 
cases the unmistakable progress in the changes of content end in the same 
chronic terminal process, although it is less noticeably accomplished. 

It will depend, then, upon the stage which the sejunction reaches whether 
the disease pictures finally progress to a defect state—dementia. 

Gentlemen, we see that the sejunction hypothesis serves as the key to the 
understanding of the acute as well as the chronic mental disorders, at least 
for those most important manifestations which we can look upon as symptoms 
resulting from the brain disease. It is also not disputed that there is a series 
of other symptoms unexplained. I mean those which we look upon as irritation 
symptoms, such as hallucinations. Regarding these the best known pathology 
of the organic brain diseases gives us no information, for even the most com- 
mon irritation symptoms in this field, the localized convulsions and contrac- 
tions, are, as far as their etiology is concerned, entirely unknown. 


Wernicke’s analysis of mental mechanisms was based on his 
assumption of the existence of what he termed a “ psychic reflex 


| 
| 
| | 
| | 
| | 
| 
| 


1931 | JAMES V. MAY 413 


arc.” This presupposed the presence of psychosensory, intrapsy- 
chic, and psychomotor tracts. He cited the depressed form of 
manic-depressive insanity as an illustration of an intrapsychic hypo- 
function. Excitements were attributed to an intrapsychic hyper- 
function. Catatonia was referred to as the most striking example of 
a psychomotor disorder. Stuporous states were explained on the 
grounds of a psychomotor hypokinesis, and physical over-activity 
was interpreted as a hyperkinetic or parakinetic process. 

This brings us up to one of the most important, perhaps, of all 
the contributions relative to the mental mechanisms involved in 
dementia precox, that of Stransky™ in 1909. Speaking of the 
symptoms shown by patients suffering from that disease, he said: 


There is one which above all characterizes them, a very particular one. 
shown in such distinctness as appears only in gross organic diseases, and even 
there rarely, a conspicuous dissociation of the whole psyche, a more or less 
deeply seated disorder of the physiological coordinated association of the 
intellectual with the emotional activities, the noopsyche with the thymopsyche, 
if I may be permitted to use these expressions again. The severe intrapsychic 
disturbance of coordination may remain as such or continue for a longer or 
shorter time; it may finally progress very early to a severe defect—a defect 
which still has the peculiarity that it more strongly and deeply involves the 
emotional than the intellectual sphere. It ends in an emotional deterioration, 
and while the same weakness is hardly ever lacking in the intellectual field, 
it does not reach the degree which results in the corresponding affective life. 

This disturbance of coordination manifests itself in various ways and in 
various degrees. The simplest form in which it appears is a definite dissocia- 
tion of the affective expressions and the ideational content in so far as these 
succeed in projection. The patients laugh in sad and weep in pleasant situa- 
tions or show more often a conduct directly contrary to the affect. Reactions of 
an affective type accompany their intellectual reactions, which never show as- 
sociative relation of contrasts (a relation the theoretical and practical signifi- 
cance of which Bleuler has recently realized) but must be designated as inade- 
quate in every respect. The patients grin or smile, perhaps, where, under the 
circumstances, hearty laughter, sadness, or some intermediate emotional tone 
would be the corresponding reaction. They are thrown into the most violent 
rage by occasions of an entirely indifferent type, even to the patient himself, 
as we sometimes subsequently learn from him. Fear, shyness, or resistiveness 
is shown where there is not the least apparent occasion for it, and even when 
the patient knows no conscious reason for it. Confidence, obtrusiveness, and 
eroticism are replaced at one time perhaps in the same situation and under 
the same circumstances by embarrassment, diffidence, and frigidity. Very 
frequently one emotional tone dominates from the first all conscious situa- 
tions in which the patient finds himself; a definite dullness and apathy, a 
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striking poverty of affect which may continue for a longer or shorter time 
and often makes a startling contrast with the clearness and presence of mind 
which the patient shows at the same time. Cool and composed, without 
the winking of an eye, without reacting spontaneously in any way, without 
any evidence of initiative, and without expressing any wishes, the patient 
submits to his internment in the hospital. Peace and quiet seem to be spread 
about him. On being questioned, the same patient possesses the most ac- 
curate information regarding time and place, the persons in his environment, 
everything that goes on about him. He retains his school knowledge, his 
memory functions faultlessly, he even holds his own creditably in an “ intellj- 
gence test” and answers in the negative the question as to whether he feels 
sick; but he does not understand the significance of a longing for freedom, 
a feeling of sadness over his situation—all of this seems to be extinct in him, 
A dismal impression is created by the icy coldness with which these patients 
submit without emotion to their fate, somewhat similar to the dismal impres- 
sion of the dreamy epileptic whose mental state shows a definite symptomatic 
relation to many forms of early dementia. Not only in reference to the relation 
of the ideational content to the emotional tone within a definite space of 
timé, but in their succession also this same uncertainty is shown, the same 
irregularity, the same chaos. In abrupt succession, without outward, or 
inner, recognizable causes, moods and affects of an incommensurable type 
change, one after another, and all possible fluctuations of emotional life 
follow each other. Also in this relation we encounter the same ataxic tendency. 
This April-weather-like condition of moods and affects naturally leads to ob- 
vious comparisons with hysteria. It lacks, however, a tendency which the 
hysterical capriciousness exhibits, like every psychic manifestation developing 
from the soil of the hysterical character—the theatrical, the calculating, the 
playful, the dramatic. The irregular jumble of our patients leads back un- 
mistakably to a much deeper seated process. 

The differentiation becomes particularly clear when, as is almost always 
the rule, this intrapsychic ataxia expresses itself also in a psychomotor 
manifestation of the inner life, when the noo- and thymopsychic impulses lack 
coordination which under normal circumstances determine their appearance 
and termination, and are interrupted by conflicting influences ; when, therefore, 
conduct and movements of expression assume a tendency to the unnatural, 
the strange, the queer, the distorted, the grotesque, the “ constrained”; when 
they are looked upon not as a coarse organic disorder but as a higher order of 
intrapsychic disturbance, moreover; when they appear ataxic, inconsistent, 
contradictory, flighty, here too much, there too little, inadequate in everything, 
an unintelligible jumble perhaps of laughing and yelling, startled and fright- 
ened—a “salad” of all imaginable impulses. It is the psychomotility, of 
course, by which our inner life projects itself, and on its manifestations, there- 
fore, that we must base our conclusions regarding the inner life. It is the 
conduct itself, the behavior of these patients, in other words, the psy- 
chomotor ensemble, which impresses the observer as being so characteristi- 


| 
| 


evr 


1931 | JAMES V. MAY 415 


cally “ unpsychological.” Last but not least, this refers also to the manifesta- 
tions of speech. These, however, we will, on account of their great signifi- 
cance, consider later on. 

On the other hand, we will turn here, for the purpose of simplicity and 
clarification, to a series of other peculiarities which are often added to this 
disease picture. In the first place, we find dominant in these patients a certain 
tendency to repetition or decided perseverance derived from certain innerva- 
tion impulses originating sometimes from without, sometimes from within. 
These impulses may be of an expressive pantomimic nature or they may relate 
to conduct impulses of any kind. In other words, they repeat again and again 
certain movements or combinations of movements without evident or recog- 
nizable psychologic cause, continuous or recurring at definite intervals of 
time or with a definite cause but without showing any relation to any outward 
or leading back to any inner situation, so that at times it leads to an impres- 
sion of automatism. It results, thus, that movement innervations of the 
body or individual members produced from without or within, from impulses 
entirely unclear to the observer, often persist for a long time, usually in an 
apparently entirely unexplainable manner; also bodily attitudes of dramatic 
aspects may appear which are assumed by the patients in an entirely un- 
related way and often retained for long periods or repeated from time 
to time. Dissociated from every evident psychological connection (a re- 
minder of the intrapsychic incoordination which we have learned to be the 
characteristic feature of the disease picture), all of these peculiarities of speech 
and expression, conduct and behavior, again create an impression of fixedness, 
constraint, artificiality, affectation, and mannerisms, and it is the lack of com- 
posure, the absurdity and the distortion in their behavior that is again 
“psychoataxic ” and causes these stereotypies, as many of these psychomotor 
anomalies are called, often giving one the impression of a bizarre appearance, 
of a more or less theatrical posing or grotesque caricature. 

With these fundamental symptoms already considered, there is another 
tendency inseparably associated with it, one which has been inaccurately 
called suggestibility. If innervation impulses are liberated directly or indi- 
rectly in such patients, it happens not rarely that the motor impulses resulting 
persevere spontaneously or that they, changing at the will of the observer, 
adapt themselves more or less slavishly to the impulses given them by him. 
If one places the arm of such a patient in a chosen position, it remains there 
for an abnormally long time and remains there until the muscles are exhausted 
or until the time when its posture is modified at the will of the observer. 
Marked echo phenomena are also not rare. 


In discussing the speech disorders of dementia precox, he said: 


In the domain of speech, the disorders of the emotional life, the disturbance 
of intellect, the disorders of psychic coordination, the disturbance of psy- 
chomotility, all of these reflect themselves here individually and in competition. 


416 DEMENTIA PRZCOX-SCHIZOPHRENIA PROBLEM [ Nov. 


Urstein ” also referred to “ intrapsychic ataxia,’ but his con- 
ception of it differed somewhat from that of Stransky: 


With intrapsychic ataxia Stransky also identified the incongruity be- 
tween the emotional and intellectual life, while I described as “ splitting” 
the incoordination within the intellectual, the emotional, or the volitional 
spheres. Through this dysharmony within the various components | 
endeavored to show, so far as it may be possible, that a patient who, for 
instance, is confused and incoherent in speech may express himself at 
the same time in a correct and coherent writing, or the reverse. From 
the ataxia I also derived the often enormous inconsistency between sub- 
jective complaints and the absence of any objective expression of them. 
Furthermore, I pointed out in this intrapsychic disturbance of coor- 
dination the cardinal feature of dementia precox which determines the 
differential diagnosis between that disease and manic-depressive insanity, 


Bleuler established another landmark in the history of dementia 
precox with his 420 page work on schizophrenia in 1911.” His 
original contribution on this subject is worthy of an extended con- 
sideration, as it has never appeared in English. For obvious rea- 
sons, only the more important topics covered can be included here: 


I call dementia przecox schizophrenia because, as I hope to show, the 
splitting of the various functions is its most important characteristic. For 
convenience [ use the word in the singular, although the group probably 
includes other diseases. 

Zweig and Gross followed similar lines: first they spoke of “ dementia 
dissecans” later, “dementia sejunctiva.” As has already been shown, the 
word “dementia” is very unsuitable, which brings us to the second 
proposition, that the sejunction concept of Wernicke is not defined as 
it should be to properly describe the disease, and that it was already 
described by others (first by Gross and afterwards by Weber) in a very 
indefinite sense, thus opening the door to a further unprofitable discussion. 

With the name dementia precox or schizophrenia we designate a group 
of psychoses, chronic or progressing in episodes, which may come to a 
standstill in any stage, or regress, but which allows of no complete resti- 
tutio ad integrum. It is characterized by specific alteration of thinking, 
feeling, and relation to the outer world not found elsewhere. In every 
case there is a more or less well-defined splitting of the psychic func- 
tions. If the disease is well established, the personality loses its entity, 
being represented by first this and then that complex; the opposing 
influence of the various complexes or trends is inadequate or lost; the 
psychic complexes do not converge as in the normal to a composite of 
trends with a resulting entity, one complex governing the personality for 
the time, while other groups of ideas or trends are split off and become 
wholly or partially inoperable. Moreover, ideas are often only partially 
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elaborated and fragments of ideas are improperly associated with a new 
idea. The concepts even lose their integrity, losing one or more of their 
essential components and being represented only, in many cases, by several 
partial concepts. 

The association capacity is often dependent upon fragments of ideas 
and concepts. They become peculiar and odd, and would be unexpected 
in the normal. They often stop suddenly, at least in the conscious, in the 
middle of a thought, or, when they should stop, pass on to another 
thought (blocking). Instead of proceeding, oftentimes new ideas appear 
and neither the consciousness of the patient himself nor of the observer 
can be brought into association with the earlier mental content. Primary 
disturbances of perception, of orientation, and of memory have not been 
established. 


THE ASSOCIATIONS. 


The associations lose their coherence. The thousands of connections 
guiding our thought are interrupted by this disease in an irregular way 
here and there, sometimes more, sometimes less. The thought processes, 
as a result, become strange and illogical, and the associations find new 
paths regarding which the following is known at this time: Two acci- 
dentally encountering ideas are brought together into one thought, the 
logical form of the combination being determined by the circumstances. 
Two or more ideas are condensed into one. Klang-associations acquire 
an unusual significance, as well as the intermediate associations. The 
tendency to stereotypy results in the train of thought clinging to one idea, 
or causes the patient to recur again and again to the same idea. Above 
all, poverty of thought exists, even to monideism. Some one fixed idea 
acquired in some way governs the stream of thought in the form of 
fixation, the naming complex (des Benennens), or of echopraxia. Dis- 
tractibility is not uniformly disturbed in the various schizophrenic con- 
ditions. If the schizophrenic association disorders are of a high grade, 
they result in confusion. Regarding the temporal interference with asso- 
ciations, we know of only two specially relating to the schizophrenic 
disorder—the pressure of thought, that is, the pathologically increased 
flow of thought, and the characteristic blocking. 

And now as to the significance: One symptom, mental or physical 
(pain, anasarca), is not a disease nor is a symptom complex. It would be 
a still greater accident if any one psychic or other syndrome should be 
equivalent to a disease, that is, necessarily be in the foreground of every 
case of this disease without appearing in other diseases. When one has 
found a symptom or a symptom complex in his patient, it is the beginning 
not the end of the systematization, the elaboration of a disease concept. 
Then one has to ask—In what association with other symptoms and 
anatomical findings does the symptom appear? What is the course, what 
is the cause of the symptom, and eventually, what fundamental disorder 
does it lead back to? The answer to the question brings us to the disease 
concept. 
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AUTISM. 


Autism is a direct result of the splitting of the psyche. The normal 
person has the tendency in his logical operations to apply everything 
pertaining to himself without affective valuation. In the schizophrenic a 
looseness of logic results in an exclusion of all associations opposing 
emotionally determined complexes. No one unnecessarily can in this way, 
without difficulty, find compensation in phantasies for unsatisfactory real. 
ities. The phantasy life may be in direct conflict with reality, but there 
is no conflict in the mind of the patient. They are brought together 
as far as they are in harmony with the affective needs of the patient, 
In the severe cases, the whole of reality is shut off from their continual 
sensory stimulations. They exist wholly in commonplace associations, in 
eating and clothing themselves. So the autistic mental content remains un- 
corrected and, to the patient, becomes a reality, while the subjective 
valuation of reality sinks to nothing. The patient who imagines that we 
had declared him sound hears the contrary from us daily. He under- 
stands the meaning of the word and can reproduce it, but directly after- 
wards represents his opinion as ours because he really cannot bring what 
we have said into logical contact with his ideas. The outer world fur- 
nishes him with a basis for his opinion and he utilizes it gladly. Under 
the circumstances, he avoids or falsifies the reality. So the patient who, 
to the question as to when he would be discharged, received the answer, 
when he became well, replied: “ But I can walk already.” He took, instead 
of the difficult proposition offered, another one which could be overcome, 
the cost of the journey. 


THE STREAM OF THOUGHT. SPLITTING. 


In schizophrenia the accustomed association paths have lost their stabil- 
ity. Associations which ordinarily are regularly carried out are discon- 
tinued; instead, material is associated that is normally not associated with 
thought formation. So close connections, the essential part of a concept, 
may remain unused; instead, but not necessarily, entirely new paths may 
be found. The father thinks of himself in certain associations as the 
mother of his children, in which he ignores essential attributes of his 
person and instead substitutes the attributes of his wife. The difference 
in the associative affinity is, however, never entirely abolished. In the 
most severe cases the majority of the associations follow their accus- 
tomed paths for numberless casual correct concepts and fragments of 
thoughts still continue. Under which influences and according to which 
rule the exceptions take place we only know in part. Many schizophrenic 
associations appear “casual” to us. We see, however, that systematic 
affective processes break many association threads and form others. In- 
stead of the concepts and ideas, often only fragments of them, or incor- 
rectly associated conglomerates of such remnants guide the thought 
processes. These must, therefore, run off the track in many directions. 
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Thus, the extreme k/ang-associations, dependent upon the similarity of 
yarious sounds, are explainable. Words of a more similar sound are more 
frequently used for other words. In a similar way, concepts can change 
with each other, sometimes not having much in common. One patient 
fnds that she is sending kisses when she wets the thread in her mouth, 
The “displacements” taking place, one idea substituted for another in 
the thought processes, are a similar result of the incompleteness of the 
association complexes. The lack of logic prevents a correction of this 
fault. The frequent use of symbols is a special variety of this anomaly. 
Various concepts with common components may in this way become con- 
densed, only the accustomed being considered—various loved ones, or 
yarious places of residence of the patient. 

Ideas and concepts which only partly enter into thought more readily 
become blended. That is the cause of the schizophrenic tendency to the 
generalization and elaboration of a symptom. Other causes are the lack 
of inhibition which one psychic function inadequately exercises upon 
other psychisms and the easier use of unaccustomed paths. When in 
thought the goal idea is not carefully followed, incoherence of all kinds 
results. The patient loses himself in by-associations, he is distracted as 
he would not be otherwise, and on the other hand does not notice outer 
processes which under the circumstances he should notice. If the asso- 
ciations are not directed along accustomed paths, logical weight may be 
attached to accidental connections. What the patient sees may be asso- 
ciated with something to his liking contrary to the logic of the circum- 
stances (he has broken a window because the doctor wears glasses). 

Other association disorders of various kinds have their origin in this 
frequent loss of the goal ideas. The outer associations, for instance, are 
favored by the “sentiment d’incomplétude” which readily appears in in- 
complete thinking. The naming complex (das Benennen) and restraint 
under certain circumstances are to be explained in that way. The thoughts 
do not progress for various reasons, for instance, loss of affect or cloud- 
ing. Also the intermediate associations may be brought about in various 
ways. Of importance in regard to the loss of a goal idea is the analogy to 
the disorders of attention in the normal. Naturally, the logical operations 
suffer most. Many ideas and concepts which come into consideration are, 
on the whole, not involved; others are not fully thought out. The con- 
cept “father” may be thought of only as a parent, a partial concept, and 
be changed to mother. So, many logical operations come to an incorrect 
conclusion. 

The anomalies so far covered are so unmistakably results of the primary 
association disorder as to be recognized by anyone. There are, however, 
indirect consequences of the disturbed relation between association and 
affectivity which only appear as a result of certain causes but nevertheless 
become of great importance in the disease picture. Logic and affective 
requirements often stand in opposition to each other. The affective life 
becomes of greater importance in every disease which weakens logical 
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processes. While the intellectual thought processes as the result of ex. 
perience have chosen certain paths, the affects direct the associations of 
the corresponding trends (obtaining pleasure, avoiding the disagreeable), 
They encourage the agreeable associations and avoid the formation of the 
ones which do not suit them. They give the ideas other values so that, 
for instance, the dangers of a desirable undertaking are underestimated, 
while those of an undesirable one are exaggerated, as if one changed the 
decimal point several places in a mathematical calculation. In the normal, 
the affectivity merely determines the essential course of the conduct; 
only in great excitement or when the subjectivity interferes, do the logical 
operations normally become falsified in the real sense. In a logic weakened 
by disease, however, the affective processes encroach upon the otherwise 
clear and well-founded association of details. So the wishes and fears 
are falsified in the mind. What one wishes and fears becomes to him 
reality. 

The most characteristic operation of affectivity in schizophrenia is block- 
ing. It is of itself no pathological symptom. We see it in the normal when 
overcome by emotions, in terror, in anger, even occasionally in joyful sur- 
prise. Children, imbeciles, hysterical individuals, who for entirely differ- 
ent reasons are very easily upset by their affects, very readily become 
blocked. Where we can trace the appearance of a blocking in our schizo- 
phrenics there is always a complex or a disagreeable emotion involved. 
The natural conclusion is that the general and protracted blocking in 
catatonic states is an exaggeration of similar phenomena. We can then not 
differentiate these blockings from the more transitory ones. They some- 
times develop before our very eyes. The schizophrenic tendency to a 
continuation of agreeable manifestations (stereotypies) contributes also 
to the development of these general blockings with, however, a very definite 
tendency to generalization. We usually see that blocking, which in the 
first instance related only to some definite thought, quickly becomes gen- 
eral so that, as a rule, nothing more is to be initiated. Kraepelin attaches 
importance to the point that opposing impulses can lead to blocking and 
are naturally more nearly related to the will than to the intellect. That 
is obviously correct. With the distraction of impulses there is often asso- 
ciated an opposing impulse, more the elaboration of another side of the 
same process than a new one. 

Often there is an impression that the loss of interest plays a part in 
the development of the symptoms, leaving them stationary after the first 
interference with the train of thought. Furthermore, other impediments 
inhibit the train of thought in catatonia with stuporous conditions. Ob- 
viously, then, blocking appears as a result of the affect or an impediment 
of thought. On the other hand, can the patient, if the psychic processes 
are continuously inhibited in any way (toxins or compression of the 
brain), become normal again temporarily through an exertion of the will? 
Here we have, not a suddenly developing general blocking, but the op- 
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posite—an exaggeration of the impediment through an effect. There all 
of the opposing affect is more strongly repressed than in the normal, 
and the corresponding one just as abnormally increased. So that it finally 
results that opposition to the affect-toned idea is no longer possible. The 
aspiring schizophrenic dreams only of his desires. The prevention of 
their realization does not exist for him. Thus, complexes of ideas which 
are joined together more through common affects than through logical 
connection are not only formed but also fixed. Through lack of use, 
such complexes, changing association paths to other ideas, lose their 
relations to adequate associations, that is, the affect-toned idea complex 
defines itself more clearly and acquires still greater independence (split- 
ting of psychic functions). 

All (normal and pathological) psychic processes, affective as well as 
logical, have, in addition to the positive tendency, the exclusion of 
afiliated materials, also the negative one of inhibiting all unrelated psy- 
chisms. The best known result of this tendency is the “narrowing of 
consciousness,” that is, the inability of the normal individual to think 
simultaneously of different things. If the associations are now lost, pri- 
marily through the original association disorder and secondarily through 
the demarcation of complexes, the connecting as well as the inhibiting 
influence of the various ideas is lowered or entirely suppressed. Thus 
it becomes clear that simultaneously more complexes function in the 
same psyche and incompatible ideas may coexist. The patient can, while 
he thinks of some definite thing, hear voices, have compulsive ideas, and 
perform acts related to an entirely different idea complex. He sees in the 
examiner his hospital doctor and at the same time another person who 
is an enemy of his. 

In consciousness there is in schizophrenia, naturally, at one given time 
only one complex. Always perhaps the autistic and the realistic thought 
processes continue simultaneously and very often we see an intimate mix- 
ture of ideas belonging to different complexes in conscious thought. That 
the complexes function in the unconscious is shown by this. They appear 
suddenly further developed in that, for instance, strong delusional systems 
spring at once into consciousness; at any moment they are ready to 
assimilate experiences (delusions of reference) ; they express themselves 
directly in hallucinations, in mimicry, in unconscious or compulsive ac- 
tions, or in stereotypy. Whether a complex at any one given time is con- 
scious or not is inconsequential. This theory gives no consideration to the 
existence or absence of conscious qualities of the various complexes. We 
have grounds for the assumption that one conscious psychic function is 
separate from one in the unconscious, and that they are associatively 
connected with the conscious personality. Without reference to the fact 
that there are unconscious processes which, aside from the absence of 
conscious qualities, are identical with the conscious psychic processes, one 
can as little understand the schizophrenic symptoms as the other com- 
plicated psychic manifestations. 
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When, as is probable, there are inhibitions in the normal psyche, the 
disparate association material can only be reached with difficulty, and 
the transition to another subject requires unusual strength (affects, dis. 
traction from without), then must this type of inhibition naturally fajj 
in schizophrenia. In any event, we see in the schizophrenic associations 
the exclusion of normal associations, as well as associations at the im- 
proper place. It is for that reason that the thoughts so easily find their 
way into bypaths and entirely foreign associations may emerge from a 
thought process. Through this lack of inhibitions the many types of min- 
gling of various ideas become clear. This goes so far that even the affect- 
toned complexes, although they show a greater independence than in the 
normal, often combine or become mixed in fragments. 

What has been said regarding schizophrenic associations makes it ob- 
vious that the association of ideas of one complex with another does not 
need to follow logical laws. Therefore the absurdity of such a jumble. The 
separation of the complexes without the omission of those inhibitions 
cannot be absolute. They are all more or less associated with the ego 
and can at least influence each other through the personality. 

And still their isolation is most characteristically shown in relation to 
the personality. Instead of combining and showing a resulting united 
trend, the schizophrenic ego is controlled now by this, now by that, idea 
complex. The patient can carry on an interesting conversation with the 
physician only to abuse him in the next moment in an entirely illogical 
way. He may be very solicitous about his relatives and show hatred to- 
wards them immediately afterwards, or show the utmost indifference to 
their fate. He may in one moment fight for his existence with greatest 
endeavor, and in the next sacrifice it for some ridiculous reason. 

So the patients, dependent upon their complexes, appear to be split 
into different personalities. Nevertheless, the ego is entirely destroyed in 
only the most advanced cases. Usually the patient knows who he is, 
he knows his past, he is oriented for time and place, everything that is 
not interfered with by some interposing complex. All of these not un- 
essential components of the personality exist in a certain relation with 
the different complexes. If one considers these intellectual components 
as an essential part of the personality, one cannot say that there is a split- 
ting. They become, rather, the football of the complexes. If, however, one 
considers the trends as the measure of the personality, then the schizo- 
phrenic has as many personalities as complexes—personalities which are 
more or less independent of each other. 

Always after the splitting, the stronger intellectual components of the 
personality are changed. As long as the patient abuses the doctor he is 
to him his enemy, the shoemaker N—, while he is otherwise well oriented. 
If he claims to be the Kaiser, then during the association of the grandiose 
complexes with the ego an essential part of the patient’s past is removed 
and replaced by delusional ideas. Under certain circumstances, real and 
delusional ideas may be united in a delusional explanation. While the 
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delusional conceptions function, correct orientation is usually undisturbed 
but more or less split off from the ego. While the patient is ready with 
his abuse of the physician as the shoemaker, he knows very well all of 
the time what the doctor has done as a physician. During long-continued 
dream states, with the systematic recognition of the surroundings, a cor- 
rect orientation is also shown, and particularly can the patients afterwards 
give a surprising account of the actual occurrences, at the same time ar- 
ranging things in order, while delirious alcoholics or epileptics, whose 
entire personality takes part in the delusions, can only after careful de- 
liberation straighten things out or with great effort be drawn out of their 
pathological state, and after the delirium they reconstruct the actual past 
only with difficulty. 

Splitting is the preliminary condition in the most complicated ‘mani- 
festations of the disease. It impresses the whole symptomatology with 
its particular stamp. Underlying this symptomatic splitting of definite 
idea complexes, however, we have previously found a primary looseness of 
associative processes which leads as definitely to the abnormal splitting as 
does the concrete concept. Under the name of schizophrenia I include 
both types of splitting which often blend into one in their actual operation. 

Schizophrenic splitting is again only an exaggeration of physiological 
processes. In the normal individual various complexes may coexist more 
or less dissociated and become further elaborated in the unconscious or 
in dreams. The personality becomes different in content when the affect 
changes. A friend in the course of a conversation makes a very dis- 
agreeable remark. He is unable to add this experience to the picture which 
he has always had of his friend. He is irritated, thinks only of the bad 
side, and forgets all of the good in whole or in part and gives way to acts 
which he would not otherwise commit. The angry individual has become 
an entirely different person. 

There are all varieties of schizophrenia, from hysterical manifestations 
to autismus, dream states and paranoid syndromes, but nowhere any 
principal psychological difference. We must point out that in such devia- 
tions from the normal, let us say, to avoid inconveniently large numbers 
which would certainly be more correct, there are thousands of associa- 
tions inhibited or abnormally diverted, in the excited schizophrenic, 
probably hundreds of thousands, and in the dreamy types, millions. 

What Gross understands as “disintegration of consciousness” is the 
same as our “splitting.” Consciousness cannot disintegrate, however; 
only its contents. We find, moreover, the splitting in the unconscious as 
well as the conscious and the “disintegration” cannot involve the specially 
firm union of various association complexes. We therefore prefer the term 
“splitting.” The word “dissociation” has for a long time also been used 
to describe the same process. It covers other things such as the shrink- 
ing of the conscious content of paralytics, and may therefore give rise 
to misunderstandings. To a great extent our concept “ splitting” corre- 
sponds with Wernicke’s “ sejunction.” We cannot employ the term, how- 
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ever, because the conception of sejunction is somewhat more compre- 
hensive and is an anatomical and physiological one. Sejunction, for jn. 
stance, leads to an obstruction of the psychokyms, which seek other 
paths, reach inadequate parts of the brain, and result in hallucinations and 
delusions. All of that we would exclude from our concept of splitting. 
Foersterling looks upon the “splitting of consciousness” as an increase 
in the psychomotor disturbances, I cannot go into this conception fully, 


Bleuler’s schizophrenia was very comprehensive.” To use his 
own words, it included 


many atypical melancholias and manias of other schools (as well as hys- 
terical melancholias and manias), the most of the hallucinatory confusions, 
many of the amentias described by others (our conception of amentia is 
much narrower), some of the forms belonging to acute delirium, Wernicke’s 
motility psychoses, primary and secondary dementias without special desig- 
nations, the most of the paranoias of other schools, especially the hysterical 
paranoias and almost all of the incurable hypochondrias, nervousness, com- 
pulsions and impulsions. 


To these he added the various “ juvenile and masturbation forms,” 
some of the degenerative psychoses of Magnan, many prison psy- 
choses, and the Ganser symptom complex. 

In 1930 Bleuler, in an article on the primary and secondary 
symptoms of that disease, defined the schizophrenic process in the 
following interesting words: 


A disorder of the thymo- and noopsyche—an altered relation to the world 
and to oneself—an intolerable feeling of inferiority—intolerable because of a 
projection of one’s own feeling upon the surroundings—delusions of persecu- 
tion—a sensation of influence by the environment as by bodily hallucinations 
and voices of a definite personality—acts of violence on those persons. 


In the fifth edition of his “ Psychiatry,” Bleuler offered the fol- 
lowing on the delimitation of schizophrenia: * 


The schizophrenic concept seems to many much too broad. 1. It includes 
the majority of mental diseases—which is no argument against its correctness. 
2. Recovering and deteriorating diseases cannot be the same—that is a petitio 
principu (phthisis!) and in this instance is yet to be proved. It is also in- 
correct to say that evidences of deterioration (affective deterioration, intel- 
lectual, speech, or personality damage) are characteristic of schizophrenia, 
for there are numerous cases which do not show these symptoms for months, 
years, or decades, but deteriorate later in a typical manner. Until one has 
found other criteria (if there are such), such 2 differentiation is entirely 
misleading. (Good and bad prognoses are possible to those who for the 
time adhere to the entity of the concept.) The most earnest effort, that of 
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Kraepelin, to separate out paranoid cases with an especially well-preserved 
personality, as paraphrenia, has also been shown to be untenable by catamnestic 
investigations (Wilh. Mayer). 3. The clinical picture varies as a rule—no 
one has been able to point out satisfactory delimitations, for the same patient 
who presents a definite picture today may be entirely different tomorrow, 
except that the picture still remains within the described forms of schizo- 
phrenia. There is nothing to do, therefore, at the present time but treat 
schizophrenias as one great group entity, not because we feel certain that 
they cannot be separated, but because no one has been able to separate 
them yet. It will always remain an entity in a definite sense as a group, 
with varying limitations here and there: if one compares it in symptom- 
atology, course, heredity, anatomy, pathology, and etiology with all other 
groups (organic, manic-depressive, epilepsy, neuroses, infections, intoxi- 
cations, oligophrenias), it proves definitely separable, at least incom- 
parably more so than the “diseases” which have heretofore been sepa- 
rated out from this schizophrenia group. Uncertainties of diagnosis in 
individual cases should not be confused with uncertainties in fundamental 
principles. It is obvious that now and then it is impossible to determine 
whether one is dealing with an acute episode, a schizophrenic process, or 
the schizophrenia-like picture of a psychogenic reaction in a schizoid 
psychopath. In studies of heredity it is important to remember that the 
biological disease concept “schizophrenia” must include the common 
latent schizophrenia; otherwise, only the manifest forms are to be 
considered. 


No one, perhaps, has made such an intelligent and important 
comparative study of the views of Kraepelin on dementia przcox 
and those of Bleuler on schizophrenia as was contributed by Ewald 
in 1930." It is well worthy of quotation in full: 


It became a custom with us to substitute for the concept of Kraepelin’s 
dementia precox the concept of schizophrenia, as Bleuler coined it, and as 
a rule we use both expressions as synonyms. It seems to us that the 
diagnostic difficulties which now arise in the schizophrenia question have 
their cause, partly at least, in this change of concept, and we believe 
that they can be fully appreciated from an historical standpoint only. 

Bleuler, too, originally started with the concept of dementia przcox. 
However, he studied first and foremost the psychic manifestations of his 
dementia precox patients. He designated as essential symptoms the emo- 
tional deterioration, autism, and incoherence of thought, and having these 
cardinal symptoms in mind he gave to the same disease-group the name 
“schizophrenia.” But this schizophrenia remained for him a well-defined 
disease; it remained an organic psychosis which leads to a specific defect. 
Yet, subsequently interest was more and more turned towards the psycho- 
logical analysis of dementia precox, and one tried particularly to determine 
specific schizophrenic symptoms and to define them. In doing so, however, 
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the domain of schizophrenia began to widen farther and farther until jt 
spread to the realms of the psychopathic and even of normal life. Ineo- 
herent thinking, for instance, could also be found in the phases of puberty; 
autistic tendencies were found in many psychopaths and even in normal 
character variations. These were accordingly classified as schizoid psycho- 
paths or as schizothymic characters. Moreover, for some writers puberty 
became a mild schizophrenic episode which everyone had to get over in 
his life with varying intensity; the schizoid or schizothymic, however, dur- 
ing this period became a latent schizophrenic. 

The factor of the malignant course, which for Kraepelin was to such an 
extent determining, was more and more thrown into the background, 
The psychological cross-section became conclusive, with certain typical 
modes of experience, like the experience of the end of the world, of a 
quality of strangeness, or a mood of the dismal, and others of the kind. 
Yet often enough one could observe that such patients recovered after- 
wards and stayed well for the rest of their lives. But only for the reason 
that the factor of the malignant course was so much neglected, could it 
come to pass that any authorities claimed that schizophrenia was a psy- 
chosis which showed a quite pronounced tendency towards recovery. The 
purely psychological attitude, furthermore, made it possible for the psy- 
chotherapeutists to take up schizophrenia and to suggest its treatment 
by psychoanalytical methods. One might think that our insane asylums by 
now ought to be remarkably empty. Finally, various gifted individuals 
have been labelled as schizophrenics after they had recovered from a psy- 
chosis, even though they became entirely well and productive, and more 
hyperzsthetic than formerly. The diagnosis was based merely on the 
psychological symptoms, looseness of thought, hallucinatory experiences, 
and a paranoid attitude towards the environment. For example, I assume 
that it never occurred to Kraepelin to consider Strindberg as a schizo- 
phrenic, although Jaspers, Storch, and numerous other well-known psy- 
chiatrists would have had no doubt as to his having been a schizophrenic 
and having recovered from a schizophrenic psychosis. For obvious reasons, 
1 will undertake no discussion of this question; it serves merely as an 
illustration of diagnostic discrepancies. 

There are, however, on the other hand, several writers of the psycho- 
logical school who could not but fecl that we are on the road to a definite 
clinical entity if we follow this purely psychological orientation, and they 
returned accordingly to the diagnosis of “schizophrenic disorders.” In 
doing so, they came again much nearer to the old dementia przcox con- 
cept. On the whole, however, we find that the center of gravity changed 
entirely from the biologicoclinical side to the psychological side of the 
problem. 

It seems to me that schizophrenia or the term “ schizophrenic” as it 
is interpreted by the psychological school and as it is again and again ex- 
plained psychologically and analyzed by Bleuler, Berze, Jaspers, Gruhle, 
and many others, should be looked upon primarily as a psychological re- 
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action type, merely as a syndrome in the sense of Hoche, but not as a dis- 
ease entity. This means that if a patient presents a schizophrenic picture 
and, as we say, has schizophrenic experiences, then it is not at all estab- 
lished as yet in our opinion that we have to deal with a case of dementia 
precox, even though we often might think of it with a high degree of 
probability. What we have before us is merely a schizophrenic symptom 
complex, from which we cannot with a sufficient degree of certainty reach 
a conclusion as to the nature of the basic physical process. We have no 
right, accordingly, in the presence of a schizophrenic symptom complex 
to assume a different attitude than if we were confronted with a manic-de- 
pressive or with a delirious symptom complex, or with a twilight state. 
Of course, everybody knows manic-depressive pictures appear in a begin- 
ning general paralysis or in the first stages or in the subsequent develop- 
ment of dementia precox. Often enough, one cannot say from the psychic 
cross-section alone whether we have to deal with a manic-depressive psy- 
chosis or merely with a manic-depressive syndrome on some other basis. 
As far as the catatonic symptoms are concerned, this attitude is almost 
generally recognized nowadays. A catatonic symptom complex does not 
warrant in itself the diagnosis of dementia precox. What is right for one 
should be fair for another. As we are not afraid to recognize a manic-de- 
pressive symptom complex of non-specific character apart from the manic- 
depressive psychosis as a disease entity, and as we do not hesitate to 
admit a catatonic picture on a different basis apart from catatonic dementia 
precox, so should we not be afraid to accept, above all, besides dementia 
precox, a non-specific schizophrenic symptom complex, for instance, the 
incoherence syndrome and the schizophrenic reaction-type syndrome. 
You will say that this has already been done with the recognition of a 
schizophrenic reaction type, but, for one thing, this recognition pertains 
primarily to the catatonic pictures, at least from an historical point of view, 
and secondly, it is a fact that it is a widespread practice among psychia- 
trists to diagnose a case of schizophrenia as a disease entity, that is, a 
dementia pracox, as soon as there appears in the cross-section of the 
psychosis a certain looseness of thought, more marked hallucinations, or 
even only a more marked tendency towards a paranoid reaction. The 
schizophrenic type of experience, the mood of the dismal, the autism, the 
ambivalence, etc., make no difference. As soon as one of these symptoms 
appears the diagnosis schizophrenia, alias dementia przcox, is usually 
already made. It is, of course, true that we have succeeded through the 
fine analyses of Bleuler, Berze, Jaspers, and Gruhle, all of which were 
made on dementia precox patients, in coming very near to the psychologi- 
cal nucleus of the schizophrenic disturbance. But who can prove, even if 
we suppose for a moment that a hypotonia of consciousness is the primary 
cause of the psychological schizophrenic disturbances—I say, who can 
prove that this hypotonia of consciousness (or the disintegration of the as- 
sociative tension) cannot just as well have its origin in an entirely differ- 
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ent biological basis as in the specific precox degenerative basis? It seems 
very remarkable that Berze, in his fine analysis of the schizophrenic 
thought-disturbance, finds the typical flight of ideas as a form of inco- 
herence and indeed in the early dementia precox one meets very often 
with a typical flight of ideas. Consciousness is interfered with, grows 
gradually hypotonic, and, after passing the stage of flight of ideas, there 
develops an incoherence of thought. Could it not be possible, then, that a 
nonschizophrenic biological affair, for instance, a manic-depressive disturb- 
ance, could produce a deeper disturbance of incoherence instead of the more 
usual flight of ideas in a predisposed case, and yet entirely recover afterwards 
as a result of its own biological law? 

Certainly, a glance at the somatic side of the problem is justified, more 
especially the question as to whether or not other biological causes than the 
specific schizophrenic process can, temporarily, at least, produce the basic 
symptoms of a schizophrenic picture. The experience which we have had 
during recent years shows that even the apparently specific schizophrenic end 
states, as Berze separated them in such a commendable way from the acute 
process symptoms, may be simulated by an exogenous disease, such as general 
paralysis treated with malaria. In every large institution one may find one or 
more cases of this description. Yet typical cases are not frequent. We have 
here in Erlangen two such patients whom we observed for several years. Cer- 
tainly, they would be diagnosed as schizophrenic end states if we did not 
have the history of general paralysis and the meager neurological and sero- 
logical residuals. These two cases are not remarkable because of more or less 
temporary or isolated hallucinations, but because they represent typical schizo- 
phrenic end states, namely, the fact that they live in two worlds, now in 
the world of reality and again in a delusional hallucinatory world, and all the 
while the sensorium is perfectly clear. That means that we have to deal with 
schizophrenic end states on a non-schizophrenic basis. Similar pictures are 
shown, as we know, by a number of cases of post-encephalitic psychosis with a 
marked schizophrenic coloring, which have been described in current literature. 
Why should not the acute schizophrenic process-symptoms occasionally de- 
velop on another than a specific precox basis? There is no pathognomonic 
psychological symptom. The intensive work which has been done in the last 
years, especially in regard to the psychology of schizophrenic disturbances, 
shows that the idea that dementia precox is an organic defect-psychosis has 
been almost forgotten. It is true that recognized authorities usually stress the 
fact that in their opinion schizophrenia remains an organic psychosis, and yet 
one talks again and again of pathognomonic psychological symptoms, so that 
in the end the general impression is created that we have to deal with a purely 
psychologically-defined “ disease.” 

My point is this: psychology helps us only to supply and to study reaction 
types, the coupling of symptoms and syndromes, which of course may occur 
with special frequency in a particular disease. As to our classification, how- 
ever, we must strive to remain in the biological-somatic domain. Whoever, 
on the basis of a schizophrenic symptom complex, diagnoses instantly and 
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with certainty a schizophrenia in the sense of the disease dementia przcox, 
js guilty of a decided transgression into another category—even though he 
might be right in 90 per cent of the cases. Of course, psychology remains 
always the most valuable indicator in the conclusions which we draw in regard 
to the physical side, but the course of the disease must often correct the 
results which were gained with psychological methods only. The great con- 
fusion which arose in the dementia precox-schizophrenia question is caused 
by this unfortunate dissension, namely, by the battle cry of psychologically- 
determined schizophrenia on one side and defect-disease dementia przcox 
on the other side, as it is determined by its course. These difficulties will be 
overcome only after it becomes entirely clear to us that, by means of psy- 
chology, we can, after all, discover and comprehend reaction types. The 
classification, however, must be based on the somatic side. 

It is true that we know very little as yet about the somatic processes of 
dementia precox. So much more do we have to depend at present, first 
and foremost, on the study of the course and of the resulting defects. That 
we have to deal in dementia przcox with a somatic defect-psychosis, which 
means with processes of nerve degeneration, we learn from the demented 
end states, as they are generally recognized. It is obvious that these degenera- 
tive processes may be primarily of a cerebral origin or that they may develop 
via the endocrine system. It is for this reason that we sympathize so thor- 
oughly with Kleist’s concept of dementia preecox as an hereditary-degenera- 
tive system-disease, in which the “ system ” concept remains an entirely open 
question. We ourselves look for this system in a phylogenetic and embryo- 
logical-functional direction as yet rather than in strictly localized anatomical 
brain lesions. 

One recognizes in the foreign literature, too, the difficulties which arose 
in the dementia precox-schizophrenia question. However, we cannot see a 
real progress in Claude’s solution, for instance. He places schizophrenia 
beside dementia precox, with its “ more massive” physical symptoms, because 
the difficulty arises at once that one does not know exactly what should be 
designated as “massive” physical symptoms. In addition to all this, it is 
impossible to separate his cases of schizophrenia, which finally show a mild 
deterioration, from the end stages of dementia precox. After all, the line 
between schizophrenia and schizomania or schizoid states remain entirely 
uncertain on account of this appreciation of schizophrenic disturbance which 
is determined wholly by psychology. The possibility remains open, therefore, 
to extend the limits of schizophrenia according to one’s taste until it includes 
even the normal psyche. 

In conclusion, however, I wish to emphasize the warning not to neglect 
the disease dementia preecox for the psychological study of the schizophrenic 
manifestations, the schizophrenic reaction types, and the schizophrenic ex- 
periences, not referring to the excellent and subtle writings of the psychologi- 
cal authors. However, we believe that no one has any right to make biological 
diseases out of psychological reaction and experience types. It seems that 
one is not always conscious of this danger while applying too generously the 
schizophrenic concept and entirely losing sight of the clinical course. 


hz 
| 


430 DEMENTIA PRAECOX-SCHIZOPHRENIA PROBLEM [ Nov, 


I hope I am not misunderstood if I decline to substitute for the word 
dementia precox the more practical and more striking expression schizo- 
phrenia. Perhaps one should speak, rather, of “dementia schizophrenia,” or 
if one takes offense at the word “dementia,” one should speak with Kleist 
of “schizophrenic defect-psychoses.” From these one must separate the “ pic- 
ture” of schizophrenia, which is meant in a purely psychological sense. (This 
picture will practically override the schizophrenic defect-psychoses to a great 
extent, of course, but it does not necessarily include the biological factor of 
a progressive destruction.) I object, however, to the disease concept of 
“schizophrenia” so commonly referred to recently as showing a purely 
psychological content, a psychologic experience or reaction type which entirely 
overlooks the biological background—the malignant process and defect nature 
of the disorder. 


Various other contributions have been made from time to time 
on the mechanisms involved in dementia precox. Kretschmer at- 
tempted to study the dream in its biological as well as psychological 
relation. He proposed a so-called multidimensional as contrasted 
with the single approach to diagnosis with special consideration of 
constitutional as well as characterological factors. Birnbaum pro- 
posed a distinction between the pathogenetic basic symptoms and 
the pathoplastic, which have to do with the form of the disease 
and lend color to the etiological basic type. Jaspers, in support 
of Bleuler’s view, attempted to differentiate between the actual 
attacks or episodes of the disease and the reactive states of schizo- 
phrenia, the attacks producing a change in the personality of the 
individual, while after a “‘ reactive state”’ the patient returns to 
his previous condition. Kretschmer also attempted to correlate 
certain physical types described by him as the asthenic and athletic 
with the schizoid personalities. None of these contributions have 
been revolutonary in character nor have they added anything of 
great value to our knowledge of dementia precox. 

Timmer * made a very interesting attempt to explain dementia 
precox on the basis of the theories of Pawlow relative to con- 
ditioned reflexes. He stated, for instance, that 


In schizophrenia, induction is unusually strong, probably as the result of 
a lesion of the brain cortex. Induction, which in normal individuals is always 
influenced by new stimuli and remains normal, is so strong here that the 
outer world cannot adequately influence the governing centers in the brain 
cortex. The individual loses his harmonious contact with the outer world 
and begins to react as a schizophrenic. When the process reaches an ad- 
vanced stage, ideas lose their associations and the stream of thought becomes 
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disconnected, abrupt, and often broken. The patient shows the association 
disturbance described by Bleuler. If induction has not advanced so far that 
thought processes are broken down, then the formation of greater complexes 
is possible, but they may not be adequately controlled by stimuli coming 
from the outside. The “ insufficiency of psychic activity” described by Berze 
also appears here. 


The psychoanalysts have, of course, had something to say regard- 
ing the mental mechanisms in dementia preecox. Jung ™ turned his 
attention to that subject as early as 1909. He explained the appar- 
ently meaningless expressions of that disease as nothing more or 
less than symbols of buried complexes. Some remain in their 
original forms and others are subjected to change. Complexes 
which are an expression of feelings of inferiority or injured pride 
may reflect themselves in delusions of suspicion and persecution. 
Unfulfilled desires may be elaborated into a delirium or be ex- 
pressed by ideas of grandeur. Complexes which are incompatible 
with the ego of the individual are changed or displaced and thus 
become unrecognizable. 

White ” offers some interesting suggestions as to the delusional 
content of this psychosis: 


The relation of the delusion to the complex is often obvious if one is familiar 
with the more important of the infantile material. A man believes himself 
pregnant, that a child is in his stomach. This is obviously a regression to 
the period when as an infant he had not understood that gestation was a par- 
ticular function of the female. Another patient enucleated his eye (castra- 
tion symbol) ; a colored man of about forty years of age invented a perpetual 
motion machine (compensation for impotence); a man tries to invent the 
greatest cannon on earth (compensation for small penis complex) ; a homo- 
sexual man of the “sissy” type made wild claims of physical prowess, 
fighting ability, and incessantly swore and used vulgar language to demon- 
strate his toughness (overcompensation of homosexuality) ; a woman com- 
plains that her sister’s husband follows her through underground passageways 
and shoots electricity into her genitalia and anus (anal: erotism); an oral 
erotic woman starves herself in order to be tube fed; oral erotic patients 
often cut their throats while under the erotic pressure; patients frequently 
say that God talks with them or go to Washington to see the President 
(father complex) ; in severe grades of introversion they sit in a dark corner, 
head on breast, arms folded and legs and thighs flexed (intra-uterine posi- 
tion) ; a young woman says her real parents are the King and Queen of 
Norway ((CEdipus phantasy) ; etc. Of course much of the delusional material 
is not so obviously related to infantile material and must be worked out at 
length with the individual to determine its meaning. 
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It must not be forgotten that a precox may have, however, complex reac- 
tions exactly like that of hysteria and the psychoneuroses. To that extent 
such a patient is hysterical or psychoneurotic. 


Freud himself * has contributed to this discussion. He finds 
that since 1908 the analysis of dementia precox or schizophrenia 
shows that this disease is characterized by a peculiar failure of the 
object of interest, the libido is turned towards phantasy creations 
and later becomes introverted. No new object is sought for and 
the ego remains in an objectless existence. The characteristic 
speech disturbance shows, according to Freud, the same changes 
in words that images are subjected to in dreams, often with conden- 
sation and displacement. The object itself is replaced by a verbal 
substitute. Attention is diverted from the object image to 
the verbal substitute. In consciousness the image of the object 
persists with a verbal image but in the unconscious it is the image of 
the object which is important. While the flight from reality in 
schizophrenia is a profound fundamental disturbance, the verbal 
image remains intact. This is held by Freud to represent the first 
stage of recovery. He sees in abstract thinking in the normal a 
strong resemblance to the thought disorder of schizophrenics. 

Kraepelin has not agreed at all with the views of the psycho- 
analytic school on these subjects. In his eighth edition * he made 
the following comment on the Freudian contributions: 


Here we meet everywhere the characteristic fundamental features of the 
Freudian trend of investigation, the representation of arbitrary assumptions 
and conjectures as assured facts, which are used without hesitation for the 
building up of always new castles in the air, ever towering higher, and the 
tendency to generalization beyond measure from single observations. I must 
frankly confess that with the best will I am not able to follow the trains of 
thought of this “ metapsychiatry,” which like a complex sucks up the sober 
method of clinical observation. As I am accustomed to walk on the sure foun- 
dation of direct experience, my Philistine conscience of natural science 
stumbles at every step on objections, considerations and doubts, over which 
the lightly soaring power of imagination of Freud’s disciples carries them 
without difficulty. I also hold the view that many speeches and actions of 
our patients are not so nonsensical as they appear to us and that sexual emo- 
tions certainly play a considerable part in them. But as I only succeed very 
exceptionally in explaining my own dreams to a certain extent, although the 
preliminary conditions are certainly as favorable for that as possible, I must 
not only say explicitly that the statement, that a dream “ always discloses itself 
as a sensuous elaboration of a complex,” is wholly imaginary, but I am also 
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unable to pluck up courage to give any credence to the disclosures which 
are yielded by the “analysis” of the processes of consciousness of our patients 
which are infinitely more difficult to understand. Certainly anyone who can 
decide to regard the utterances of the patients sometimes literally, sometimes 
as the expression of the contrary, sometimes again as “symbols” of any 
other ideas whatever, who in all these expulsions, displacements, conceal- 
ments, finds his way with confidence, will not find it too difficult in the end 
to discover in a fable of Gellert a background of secret incestuous thoughts, 
jealous, masochistic, sadistic or homosexual emotions. 


Repeated efforts have been made to prove that dementia przecox 
js an endocrine disorder pure and simple. It has been demonstrated 
that there is an endocrine dysharmony and that there are numerous 
glandular disorders in those suffering from dementia praecox. This 
is without doubt true. It has not been shown, however, that there 
are more disorders of the endocrine glands in dementia praecox than 
there are in the other psychoses or in the non-psychotic population. 
It is hardly worth while to attempt to study the endocrine diseases 
in dementia przecox until there has been some agreement as to what 
constitutes that disease. Many of the cases of so-called schizo- 
phrenia studied by the endocrinologists almost certainly do not 
belong in the dementia praecox group. Wilmanns’ comments on 
this subject are well worthy of consideration: ” 


It may be considered as established only that certain relations exist between 
dementia preecox and endocrine disturbances and indeed that occasionally in 
individual cases constitutional endocrine abnormalities appear before the 
outbreak of a stormy psychosis, that further, the appearance of obvious dis- 
orders at the time of marked endocrine disturbances is favored, and finally 
that certain forms of schizophrenia, particularly catatonia, are often associated 
with outspoken endocrine symptoms. That endocrine disturbances are, how- 
ever, the cause of schizophrenia is not proved. The question may be raised 
as to whether, on the other hand, the brain disorder is primary and does 
not in its turn precipitate the endocrine manifestations. 

The influence of mental factors on the progress of endocrine functions is 
sufficiently recognized; emotional shocks affect menses and lactation, both, 
furthermore, are influenced by hypnosis. Shock will produce an increase 
in adrenalin production; mental strain, anxiety, and fright precipitate, not 
rarely, a Basedow’s disease; moreover, the war with its mental shocks has 
caused an increase in thyrotoxic disturbances. As the influence, therefore, 
of affects and emotional factors on endocrine disturbances is not to be doubted, 
the question may be raised as to whether we cannot now formulate from these 
processes a picture based on brain physiology. 


Before considering the relation of purely psychogenic factors 
to dementia preecox, something must be said of the influence of 


29 


| 
i 
4 
| 
4 
| 
) 
i 
i 
| 
il 
| 
ig 
| 
| 


434 DEMENTIA PRAECOX-SCHIZOPHRENIA PROBLEM [ Nov 


heredity and the part played by pathological changes in the nervoys 
system. The question of heredity has been investigated exhaustively 
by Ridin.” He studied over 700 cases from non-psychotic parents, 
His studies show that the incidence of pracox in these cases is only 
4.48 per cent, while the cases having one precox and one nonprecox 
parent showed a percentage of 6.18. Where one parent was psy- 
chotic but neither had przcox, the incidence of that disease was 8,21 
per cent. With one psychotic parent and alcoholic complications 
present, the percentage was increased to 15.78. With both parents 
psychotic, the precox rate jumped to 22.7. On the other hand, 
very few of the children of old standing precox cases showed that 
disease. 

M. Bleuler * studied 100 schizophrenic patients in the Blooming. 
dale Hospital and covered in all 2,634 members of their families. 
He found the same rate of appearance of schizophrenia in the 
brothers and sisters of nonpsychotic parents that was found by 
Riidin. He is of the opinion that there is no biological unity or 
uniformity in the schizophrenic group. In the prepsychotic life they 
were not significantly schizoid. They showed a stout dysplastic 
bodily type. The tainted cases were, as a rule, lighter, in no case 
more severe, than those in the families of which there were no 
secondary cases of schizophrenia. There was no evidence of 
any tendency towards deterioration. Schizoids and schizophrenics 
appeared in the children of parents who were not schizoid, and in 
the relatives of schizophrenics many moral personality defects 
were found. 

Many pathologists have studied the nervous system in an effort 
to determine whether dementia przcox is an organic or a purely 
functional disease. Alzheimer, Nissl, Mott, Southard, Josephy, 
Hechst, and many others have found definite pathological lesions 
to which they attribute the disease. On the other hand, Meyer and 
Dunlap have consistently stated that there is no known pathology 
for dementia precox. This subject was reviewed recently in a 
very interesting way by Spielmeyer.” He has found this problem 
“insoluble.” He agrees with Dunlap regarding the sources of 
error. Intercurrent bodily disease produces changes in the brain 
cells. Terminal conditions also bring about similar lesions. The 
cell loss reported is found in normal brains. He has found fatty 
substances in glial cells and vessel walls not only in normal senile 
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cases but in the young as well. He does not regard this as patho- 
logical. Necrobiotic linear areas with intact blood vessels may be 
produced by circulatory disturbances which result from various 
causes and constitute a definite mechanism but not a definite disease 
process. It occurs in epilepsy, eclampsia, and in manic-depressive 
cases. “ Certainly I know many cases in which our anatomical 
analyses revealed no deviation from the norm. I could not, however, 
conclude, as many do, that this negative finding makes apparent 
the functional and not organic nature of the process of dementia 
precox. In medicine and in natural science it is in general the rule 
that only the positive findings prove something, but that the negative 
result often only states that we are not able as yet to achieve the 
positive. .... I agree completely with Dr. Orton in this negative 
respect, namely, when he refuses such a proof of the functional 
existence of schizophrenia, both as a matter of principle and because 
of our general experience. ... . The changes in clearly demon- 
strable cases consist of a cellular loss in the third layer of the 
cortex as well as in the deep layers, sometimes with an enormous 
fat accumulation. In the acute stages we find active destructive 
phenomena in nerve tissue changes in the glia, and often abundant 
destructive products. I believe, therefore, on the basis of such 
findings that dementia precox is an organic process. This Alz- 
heimer thought twenty years ago and Nissl, too, stressed it. The 
aforementioned findings suffice, in my opinion, to establish the 
organic basis of this malady, but they do not suffice to separate this 
process and to establish it as an entity. And so we have not as 
yet a pathological analysis of dementia przcox. I cannot follow 
the optimism of many investigators who evaluate these findings 
more highly. For we find such indefinite cellular losses in entirely 
different organic psychoses. These findings only indicate the or- 
ganic nature of schizophrenia, not, however, the anatomical diag- 
nosis which we need so very much.” 

Hechst “ made a positive diagnosis of dementia pracox, post- 
mortem, in a criminal case on a marked cell loss in the third and 
fifth layers of the cortex, in some areas diffuse, in others focal, 
independent of vessels, and without glial scars. The nerve cells 
showed shrinkage, sclerosis, and fatty degeneration. The patient 
had previously been diagnosed by psychiatrists as a schizoid psycho- 
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path without psychosis. Josephy is of the opinion that Hechst was 
perfectly justified in his findings. 

This subject was discussed by Bleuler “ in his recent address to 
the Massachusetts Psychiatric Society. On that occasion he ex- 
pressed the opinion that 


35 


When the disturbance is particularly severe, in acute mental aberration, 
catatonia and dyskinesis, it is accompanied as a rule by other symptoms, 
which we are rightly accustomed to regard as bodily: raised or lowered 
temperature, albumen in urine, metabolic disturbances, gnashing of teeth, 
“Flocklesen,” fainting fits or cramps, not infrequently followed by tempo- 
rary paresis of the limbs or the language, pupillary disturbances, greatly in- 
creased idiomuscular reactions, vasomotor disturbances, edema, somnolence, 
disturbances of the chemistry of the body, especially of the liver functions, 
abnormal protein content in the spinal fluid. In many cases, too, the brain 
trouble is demonstrated from the psychic side by the fact that the confusions 
and delirium have absolutely the character of the “exogene” as Bonhoeffer 
designates it. Many cases of stupor, with their general prostration of the 
elementary psychic functions, conception and train of thought, often point 
clearly to brain pressure, and on autopsy tense edema of the pia or brain 
swelling is found. In the various forms of such deliria, the fundamental sim- 
ilarity of certain symptoms or of the whole picture to other physiogenic con- 
ditions, intoxication, fever psychoses, epileptic absences, meningitis, encepha- 
litis cannot be denied, and in all such cases we also find in the autopsy his- 
tological alterations of the brain tissue, which show some uniformity. But 
in all chronic cases, too, decreases in the amount of ganglion cells and certain 
changes in the glia, furnish a proof that we are in presence of a brain lesion, 
of course not in the sense that the histological finding is the direct foundation 
of the primary psychic symptoms; it is merely an indicator of the existence 
of brain lesions, which, on the one hand, express themselves as psychic, and 
on the other hand as anatomical. Chronic histological findings always corres- 
pond with the clinical chronic picture, and acute changes, with acute ones. 
Organic symptoms are also the hyperkinesis and akinesis, which are likewise 
found in various diseases of the basal ganglia. 


The relation between the purely physical and the psychogenic fac- 
tors is difficult to determine. “ Nevertheless,” as Henry says,” 
“ during the past quarter of a century considerable evidence has 
been accumulated which indicates that a personality disorder is 
really a psychobiological reaction and that the biochemical com- 
ponent is constant even though not readily demonstrable. This 
statement is supported by clinical and laboratory studies which 
call attention to the intimate relation between certain emotional 
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states and metabolic processes.” As a result of extensive studies 
made along these lines, Henry reached the following conclusions: 


(1) There is a definite relationship between basal metabolic processes and 
emotional states regardless of the clinical type of personality disorder. 

(2) Elated, overactive, and overtalkative states are accompanied by accel- 
eration of basal metabolic processes. 

(3) Depressed, underactive, and undertalkative states are accompanied 
by retardation of basal metabolic processes. 

(4) Apprehensive, tense, and agitated states usually imply an acceleration 
of basal metabolic processes, but this may be counteracted in some cases in 
which the feeling of depression is intense. 

(5) Apathetic states are accompanied by a retardation in basal metabolic 
processes, which is not as great, however, as that associated with feelings of 
depression. 

(6) It is probable that some of the so-called normal variation in the meta- 
bolic rate is due to the different emotional states presented by the tested 
individual. 

(7) The basal metabolic rate may be altered to a pathological degree with 
no other apparent factor than an unusually intense emotional state, and there- 
fore the interpretation of the rate in any given case, regardless of the type 
of illness, requires the consideration of the prevailing emotional state of the 
individual tested. 


White * sees in the understanding of dementia precox a difficulty 
due to attempting to wholly separate the psychical from the physical. 
He feels that the symptomatology of the disease is only capable of 
interpretation “ at the psychological level.” He has expressed him- 
self on this subject as follows: 


In the present state of knowledge, however, one is often unable to make 
any specific correlation between the physical findings and the mental symp- 
toms, while on the other hand it is quite possible to express the symptoma- 
tology of the disease, to describe it, to, so to speak, reconstruct the psychosis 
purely in psychological terms. For the present, therefore, the disease must 
be described psychologically, and the explanation of the mental symptoms 
must be sought psychogenetically, without, however, forgetting that there 
are certain somatic changes which are pretty generally attached to the 
symptomatology of the disease process and which must ultimately be made 
to fit into the general rubric before a complete understanding of the entire 
situation is had. It will be seen, too, that this method of procedure helps to 
an understanding of many of the physical symptoms which otherwise stand 
alone and cannot be assimilated to the general concept. 

On the psychological side, then, dementia precox is seen to be a certain 
type of reaction to a mental conflict, resulting in a splitting of the psyche and 
the outcrop of unconscious mental trends to the surface of the mental life. 
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The patient is confronted with a situation to which he cannot adequately 
adjust, which is absolutely inacceptable and impossible, and he is therefore 
driven away by his incapacity to assimilate it and cast back upon himself, 
The battle of the opposing forces produces the disease picture which is the 
outward evidence of the effort on the part of the individual to reach a solution 
of the difficulty. 


To this he adds the following: 


The general tendency at present is to think of the psychological conflict as 
primary and the various symptoms of disordered function at the physiological 
level as secondary. Circulatory and glandular imbalances and functional 
disturbances of various organs are thus explained as results of the primary 
emotional disturbances and the organic changes as results when such func- 
tional disorders are maintained for a long period and are severe in character. 
In many instances primary defects of the personality undoubtedly found in 
organic defects and such defects as well as those that are more obviously 
secondary, would appear to be mediated through the vegetative nervous 
system. They would include glandular (gonadal, etc.) deficiencies and im- 
balances, gastro-intestinal, cardiovascular and other organic inadequacies, and 
organic deficiencies such as the aplasias of the central nervous system. There 
is a wide field here for correlating generalizations which will undoubtedly 
show precox to be the result of relatively severe processes which in less 
severity occur in prognostically less serious conditions such as certain of 
the neuroses. 

From this point of view then precox is an especially severe manifestation 
of the individual’s inadequacy to meet the biological demands made upon him 
to fulfil his biological destiny. The theory of a toxemia does not help, as 
such, to understand the results but on the other hand the toxemia can be 
understood, if it exists, as resulting from the general functional disturbances 
incidental to his unsuccessful struggle with his problems. Only under some 
such comprehensive formula as here indicated is it possible to arrange any of 
the multitudinous manifestations of this type of mental illness. 

A study of the dominating visceral tonicities and postural tensions in in- 
dividual cases will demonstrate the nature of the psychological conflict because 
it will show the organs that are in a state of preparedness for carrying out 
unconscious trends which, however, are not permitted to express themselves 
but are kept inoperative by the force of repression. 


With the exception of dementia precox, Bleuler’s psychiatry is 
not materially different from that of Kraepelin. In view of that 
fact, it is of some interest that schizophrenia, so-called, still in- 
cludes the simple hebephrenic, catatonic, and paranoid forms origi- 
nally described by Kraepelin. The one essential point of difference 
insisted upon is the splitting of the personality as the characteristic 
feature of the disease. As a matter of fact, that mental mechanism 
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has very little, if anything to do with dementia simplex and would 
not seem to be the factor of paramount importance in the paranoid 
forms. It does furnish the basis of catatonia, but even there it is 
not so clear-cut as in hysteria, where the highest development of 
splitting is to be found in its purest form. In dementia simplex, the 
simple form of dementia precox or schizophrenia, we have nothing 
more or less than a gradually progressing intellectual deterioration 
with little if any splitting. In hebephrenia, which is a more highly 
developed process of identically the same nature, we do have the 
addition of various secondary or accessory phenomena which are of 
great importance. The essential feature involved in both of these 
conditions is, however, the gradual progressive deterioration with 
comparatively little evidence of any gross splitting of the person- 
ality. _In catatonia, the catatonic form of dementia praecox or schizo- 
phrenia, what we are dealing with is, above all, an autistic with- 
drawal from an environment with which the individual finds himself 
unable to cope. He resorts to the only means at his disposal of 
escaping from an impossible situation. It is true that from time to 
time he breaks more or less through the wall which separates him 
from the outside world and a catatonic excitement is the result. 
Eventually a genuine deterioration ends the struggle. In the para- 
noid conditions and paraphrenia we have no initial intellectual im- 
pairment, no withdrawal from the environment, and no massive 
splitting of the personality. The essential feature of these disorders 
is an intellectual incoordination. As a result of this “ intrapsychic 
ataxia,” as Stransky described it, the individual develops judgment 
defects, with more or less systematized and firmly fixed delusional 
ideas which are otherwise entirely inconsistent with his intellectual 
endowment. Carried to the highest stage of development, we have 
the typical schizophasia of Bleuler, or the “incoherence” of 
Kraepelin. 

These conditions all have one thing in common—they end in 
deterioration. They all represent the reactions of an inadequate 
personality to conflicts of various kinds. The type of reaction, how- 
ever, varies. The result in dementia simplex is a gradual intellectual 
disorganization in the presence of an irresistible and impossible 
situation. In catatonia the victim escapes from an unfavorable 
environment by a complete withdrawal to a new world in which 
there are no conflicts. In the paranoid conditions the intellectual 
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mechanism becomes disorganized, resulting in an incoordination 
which clearly reflects itself in corresponding symptomatic expres- 
sions. As White expresses it: * 

The hebephrenic type represents a failure to develop any adequate defenses, 

The catatonic endeavors to shut out from consciousness his conflict by a 
supreme effort at repression. 

The paranoid, while not so apt to recover, is able to build a more or less 
elaborate world of phantasy in which he gets along fairly well. 

An intellectual incoordinative mechanism would appear to more 
logically explain dementia przcox in all of its various expressions 
if we are to assume the entity of that disease. There is often, as was 
pointed out by Stransky, a disharmony between the intellectual, 
the emotional, and the volitional spheres. This can readily be ac- 
counted for by assuming that the dissociation or splitting, when it 
occurs, is primarily due to a disorganization of the purely intellec- 
tual mechanisms which results in a corresponding incoordination 
of their functions, and in some cases in addition to that a partial 
or complete loss of contact from time to time with the emotional 
and volitional fields of psychic activity. This hypothesis would ex- 
plain, as Bleuler does not do, the appearance of schizophrenic 
deterioration. It is, of course, true, on the other hand, that Bleuler 
does not concede deterioration in all cases. This would appear to 
be due to the enormously comprehensive limitations placed upon 
the disease described by him. If we can eliminate from the picture 
the schizophrenic or dementia-przcox-like syndromes occurring 
during the course of other conditions such as psychopathic per- 
sonalities, mental deficiencies, etc., the whole solution becomes 
clear. It would seem to be obvious that these syndromes are often 
the expression of other and entirely different underlying funda- 
mental disorders and do not constitute disease entities. 

Patients are often brought to the hospital with a positive diag- 
nosis of dementia przecox and show a fully developed schizophrenic 
syndrome which clears up entirely in a few weeks or in several 
months at the outside. Investigation shows that these individuals 
were in some instances feebleminded from birth, a condition which 
is found to be unchanged in any way after the recovery from the 
schizophrenic episode which was responsible for their coming to 
the hospital. There is no logical reason for the assumption that 
this is a combination of two diseases, mental deficiency and de- 
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mentia preecox, or that the latter psychosis has been engrafted upon 
the former condition. There are at this time few, if any, reasons 
for thinking that the feebleminded ever develop a genuine dementia 
precox. They are often subject to schizophrenic episodes just as 
they frequently develop other transitory attacks which are expres- 
sions of their fundamental deficiency and are not disease entities 
such as schizophrenia. That the feebleminded are subject to psy- 
chotic episodes has been known for centuries. Schizophrenic epi- 
sodes occur, moreover, in psychopathic personalities, in epilepsy, 
hysteria and other psychoneuroses, alcoholism, senility, toxic and 
exhaustive states, and even in pellagra. They are very common in 
the involution period of life in individuals who have never before 
shown any suggestions of dementia precox.” This is no more late 
schizophrenia than syndromes of the same kind in epilepsy are 
dementia precox. It should be borne in mind here and always 
that Bleuler insists that dementia przecox and schizophrenia are 
synonymous terms. 

That these episodic affairs do not belong in the dementia praecox 
group is shown by the fact that there have been no previous evi- 
dences of that disease in the patient’s history which does show 
early suggestions of complicating factors such as psychopathic per- 
sonality or mental deficiency, etc.; that the syndrome completely 
disappears in a very short time; that it is followed by no definite 
evidences of dementia preecox later and may never show any fur- 
ther schizophrenic suggestions ; that the episode on close analysis 
is nearly always atypical in character ; and finally that the recovery 
made is nearly always complete. 

To insist, moreover, as Bleuler apparently does, that a mere 
schizophrenic coloring in a given psychosis automatically forces it 
into the dementia przecox group is no more logical than it would be 
to assign every excitement or depression to manic-depressive, or 
call all deliria alcoholic in origin. Marked schizophrenic colorings 
often appear in manic-depressive insanity,” in genuine involution 
melancholia, and in many other psychoses. A careful study of the 
history of these cases will show that they were originally psycho- 
pathic, intellectually defective, or showed some other complicating 
factor unrelated in any way to dementia precox. 

If Bleuler would designate the transitory episodic syndromes 
occurring entirely outside of the dementia precox group, and un- 
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related to that disease, as schizophrenia, it would constitute an 
epochmaking contribution to the literature of psychiatry. It 
would entirely do away with the inconsistencies which have been 
sO prominent in the views expressed by various authors relative to 
the recovery rate of dementia praeecox, and would appear to be the 
most satisfactory solution of the vexing schizophrenia problem 
which suggests itself at this time. 

As the result of a careful consideration of the voluminous con- 
tributions to the literature of dementia precox and many years of 
clinical observations of these cases, the following conclusions would 
seem to be warranted: 

I. Dementia przcox is a disorganization of the personality de- 
veloping during the period of adolescence or maturity. It is char- 
acterized, in a general way, by an incoordination of the mental 
mechanisms and is associated sooner or later with an intellectual 
deterioration without any definite organic basis which can be 
demonstrated at this time. Psychologically, it is the reaction of an 
inadequate personality to the difficulties of his environment. This 
inadequacy is not demonstrable in the intellectual field, but ex- 
presses itself in an inability to react, as the normal well-balanced 
personality does, to the difficulties encountered during the course 
of the educational, economic, sexual, emotional, domestic, or social 
life of the individual. 

II. The inadequate personality defects may be classified as 
follows: 

1. Educational.—An inability to attain to the educational level 
consistent with the intellectual capacity of the individual. Feelings 
of intellectual inadequacy or inferiority. Failure of educational life 
in school or college. 

2. Economic.—The absence of any desire or ability to achieve a 
degree of economic success in life which is in any way commensu- 
rate with the intellectual capacity of the individual. This is vari- 
ously expressed as financial difficulties, failure in occupational life, 
inability to obtain recognition and advancement, inability to obtain 
employment and hold positions ; etc. 

3. Sexual.—The impossibility of adaptation to a normal sex life 
and adherence to accepted social and moral standards. Inability 
to meet the situations arising during puberty and adolescence ; auto- 
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erotism ; homosexuality ; extra-marital relations ; unsatisfied or re- 
pressed sexuality ; illegitimate pregnancy ; venereal diseases, etc. 

4. Emotional (Psychic Traumata).—A difficulty in meeting the 
misfortunes and disasters of everyday life which should be reacted 
to adequately by the average individual without any abnormal dis- 
turbance of the equilibrium. Death or illness of relatives or friends ; 
emotional shocks following storms, fires, burglary, assaults, acci- 
dents, murders, etc.; results of imprisonment; physical disease, 
pregnancy, childbirth, etc. 

5. Domestic.—A lack of efficiency and judgment in the main- 
tenance of normal domestic adjustments. Family quarrels and dis- 
sensions ; unhappy married life; infidelity ; desertion ; divorce; in- 
compatibility ; cruel and abusive treatment, etc. 

§. Social_—Failure of the individual to measure up to the social 
level warranted by his intellectual and educational advantages and 
adjust himself to the requirements and standards of organized 
society. Antisocial tendencies ; failure to occupy the plane desired 
in society, church, or politics ; conflict with the law ; criminality ; al- 
coholism ; drug addiction, etc. 

III. Dementia przcox, or schizophrenia, is a clinical entity— 
a psychosis the principal and characteristic features of which may 
be either: 1. A primary progressive deterioration; 2. An autistic 
or dereistic withdrawal from the environment; or 3. An intellec- 
tual incoordination ; all of these types ending eventually in a partial 
or complete deterioration. 

1. Primary Progressive Deteriorations: Prototype, the dementia 
simplex of Diem, including also the hebephrenia of Hecker. 

2. Autistic Types: Prototype, the catatonia of Kahlbaum. 

3. Intellectual Incoordinations: Prototype, the schizaphasias of 
Kraepelin and Bleuler. In this group belong also the paranoid types 
and the paraphrenia of Kraepelin. The characteristic feature is an 
intellectual incoordination with more or less lack of harmony be- 
tween the intellect and the emotions or volition, corresponding in 
a general way to the intrapsychic ataxia of Stransky. The primary 
difficulty, however, would seem to be in the intellectual sphere. 

It is not suggested or to be assumed that these cases are clear-cut, 
uncontaminated types incapable of modification or entirely free 
from complicating factors of any kind. In the first group, for in- 
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stance, there are occasional evidences of the intellectual incoordina- 
tion which is common to all three. Splitting is a secondary con- 
sideration here, if it exists at all. The characteristic feature js, 
however, the primary progressive intellectual deterioration which js 
evident from the onset of the disease. In the second group there 
is a definite massive splitting of the psyche, with some suggestions 
of an intellectual incoordination. The characteristic feature js, 
however, the autistic withdrawal from the environment. The in- 
coordinative mechanisms explain this as well as the equally im- 
portant picture shown in the catatonic excitements. The deteriora- 
tion is secondary. In the third group the intellectual incoordination 
is the characteristic feature of the disease throughout. There is 
no initial intellectual impairment and no gross splitting such as 
is seen in catatonia and the psychoneuroses. The deterioration is 
again secondary. All of these groups show a well-defined, clear-cut 
intellectual incoordination and a permanent disorganization of 
the personality expressed psychologically as the result of a conflict 
of some kind and ending eventually in the deterioration which 
would appear to be an essential feature of dementia przecox. 

Approaching the situation from this point of view, the dementia 
przcox—schizophrenia problem would seem to be materially simpli- 
fied. Taking everything into consideration, the designation de- 
mentia przecox would, however, appear to be more nearly descrip- 
tive of the essential features of the psychosis than is schizophrenia. 

IV. Schizophrenic or dementia-przecox-like episodes, syndromes, 
or reactions not belonging in the dementia przecox group conform 
in a general way to the clinical picture of some types of dementia 
przcox but do not deteriorate and are distinctly episodic in char- 
acter. They occur in the course of mental deficiency, psychopathic 
personality, somatic diseases, traumatic conditions, alcoholism, epi- 
lepsy, the involution period of life, and even in senility and general 
paralysis. The assignment of these syndromes to the dementia 
przecox group is undoubtedly what explains the recovery rate in that 
disease reported by various authors. 
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TREATMENT OF STUPOR.* 
By KARL H. LANGENSTRASS, M.D., Wasutncton, D. C. 


This paper deals with certain observations in the treatment of 
stupor-reactions as they appear in the course of cyclic and schizo- 
phrenic psychoses. t 

In reporting these observations we wish to emphasize the value 
of a procedure, elaborated by Arthur S. Loevenhart, William F. 
Lorenz and by their co-workers Martin, Malone and Waters. 

While working with sodium cyanide as a respiratory stimulant, 
Loevenhart * and his co-workers observed a peculiar and unexpected 
reaction in patients suffering from catatonic stupor. A report on 
their observation appeared in 1918 and contains the following de- 
scription of the first case, in which artificially induced hyperfunc- 
tion of the center of breathing was followed by a striking effect 
on cerebral activity in a stuporous catatonic: 


Bee had not spoken since admission, and therefore no his- 
tory could be obtained. Immediately following the injection, he talked freely 
and gave a history which was later verified. Diagnosis: dementia przcox. 
Patient received 102 c. c. fiftieth normal sodium cyanide, or 102 mg., in a 
period of one hour and four minutes. Patient conversed all through the latter 
part of the injection. It was the first time he had made any sort of state- 
ment since his admission to the hospital. 


In 1928 Loevenhart, Lorenz and Waters’ reported another series 
of experiments concerning the effect of respiratory stimulation on 
the stupor reaction. In this series they used inhalation of certain 
gas mixtures (carbon dioxide and oxygen) in order to bring about 
the desired effect. 

This paper aroused considerable interest. During the last two 
years a number of workers have studied the effect of carbon diox- 
ide oxygen on mute and non-cooperative catatonics. A few failures 


* Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, held in Toronto, June 1-5, 1031. 

+ This work was done with the collaboration of Dr. E. F. Buchman at the 
State Hospital, Allentown, Pa. (Superintendent Dr. H. I. Klopp) and Dr. 
W. Freeman at St. Elizabeths Hospital, Washington, D. C. (Superintendent 
Dr. W. A. White). 
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occurred. But in the great majority of cases the reactions seen 
were much like those described in the following way by Loevenhart, 
Lorenz and Waters: 

After several minutes of carbon dioxide-oxygen inhalation a catatonic 
patient would relax and make some spontaneous movements of his extrem- 
ities. The face became animated and flushed. Respiration would become 
deeper and more rapid. With an increase of carbon dioxide in the inhalation 
mixture the patient would finally begin to talk, would start to answer ques- 
tions and behave in a fairly normal manner for a period of a few minutes 
to 25 or 30 minutes. Thereafter retrograde changes began. The voice be- 
came weaker; spontaneous movements disappeared and soon the patient 
would sink back into his stuporous state, showing the same posture, the 
same facial grimace and apparently the same mental state. 

Leake, Geudel and Botsford’ treated five catatonic patients in 
eight experiments. Their method differs from that of Loevenhart 
in so far as they apply the carbon dioxide for only one minute. 
They start with a concentration of 5 to 10 per cent carbon dioxide 
and increase it rapidly to 20 per cent or more. These authors ob- 
served a brief period of responsiveness in each experiment. 

Lasché and Rubin * treated nine catatonics, using the modification 
of Leake and co-workers. Seven of their patients showed transient 
cerebral stimulation while four remained apparently uninfluenced 
by the inhalation. 

Solomon, Kaufman and d’Elseaux ° reported their observations 
with carbon dioxide oxygen in three stuporous individuals. In one 
of these a slowly progressing improvement was seen after a series 
of inhalation treatments. We know that these authors have used 
the Loevenhart method of stupor treatment in a considerably 
greater number of cases; but we do not know just how many 
patients were treated, nor do we have any detailed information 
about their technic or the results obtained. 

Our own experience with the Loevenhart method will now be 
briefly outlined. During the two years from May, 1929 to May, 
1931, we have treated a group of 12 stuporous catatonics. Seven 
of these were men and five were women. The duration of their 
stupor-reactions ranged from a few months to a maximum of 
IO years. 

The results obtained in this series are as follows: 

Five patients showed only a transient period of responsiveness 
that lasted from 20 to 30 minutes. In these cases no lasting improve- 
ment of the clinical picture was observed. 
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One patient remained stupor-free for a period of four hours 
immediately following the carbon dioxide inhalation. A series of 
moving pictures is presented to illustrate his behavior before and 
right after the gas treatment. 

He is a 44-year-old coal miner who received a meager country 
school education and saw active service overseas. When 33 years 
old he developed symptoms of mental disease. He neglected his 
work, became suspicious and seclusive and complained that other 
people dominated him. In April, 1923, he was admitted to St. 
Elizabeths Hospital, Washington. Gradually increasing unsocial 
reactions developed. In March, 1924, he ceased to speak and has 
since then persistently refused to take any nourishment. Following 
one period of carbon-dioxide-oxygen inhalation this man became 
quite talkative and behaved in a fairly normal manner for four 
hours. Then he relapsed gradually into mutism and catatonia. In 
this case we have a stupor of seven years’ duration that could be 
interrupted for four hours. 

In two patients of our group the Loevenhart treatment was fol- 
lowed by a period of responsiveness extending over one week. 
Thereafter they withdrew gradually into the stupor state. These 
cases will not be presented in detail. 

Finally in four of our patients the stupor-free period, induced 
by carbon dioxide oxygen, extended over many months. These 
four have so far not shown any tendency to go back into stupor. 
Furthermore in all four the inhalation treatment was seen to initiate 
a very marked and very gratifying improvement of their entire 
mental and physical condition. 

A series of lantern slides is presented to show these four cases of 
prolonged remission as they appeared before, and at various stages 
after, the Loevenhart treatment. 

The first three pictures show a 30-year-old laborer of Hungarian 
descent. He developed symptoms of mental disease at the age of 
twenty-seven. He refused to work, reacted frequently to hallucina- 
tions and showed queer behavior. Soon after his admission to the 
Allentown State Hospital in June, 1929, he sank into deep stupor. 
The diagnosis rested between cyclic and catatonic stupor. In May, 
1930, one Loevenhart treatment produced a prompt and lasting 
interruption of the stupor state. A rapid and steady improvement 
of his entire mental and physical condition followed, making it pos- 
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sible for him to go home on furlough two months later. In the 
third picture of this group you see this man, appearing quite 
normal and physically well, 10 months after the gas treatment. 

The second group of three pictures shows a 39-year-old house- 
wife. Her husband deserted her and she showed symptoms of 
schizophrenia soon thereafter. She had to be hospitalized in 1926 
and developed a gradually deepening stupor reaction. She showed 
persistent refusal of food, mutism, inaccessibility, and was very 
unclean. Her deterioration seemed quite profound and the prog- 
nosis was deemed entirely unfavorable. After one carbon-dioxide- 
oxygen inhalation in May, 1930, she became promptly stupor-free 
and has since remained so. She soon began to gain considerably in 
weight and strength and entered upon a rapidly progressing reor- 
ganization of her personality. She is still stupor-free and has made 
a good intramural adjustment. In her case a stupor of four years’ 
duration was interrupted for a period of over 12 months. 

The next four pictures represent different stages of improvement 
in a 41-year-old housewife, a former school-teacher. Her home life 
had for years been very unhappy due to the alcoholism and cruelty 
of her husband. Acute outbreak of mental symptoms in form of 
a panic occurred in March, 1929. She had to be hospitalized 
promptly. One day after her admission she sank into deep stupor. 
The symptoms were mutism, lack of spontaneous movements, 
resistiveness, inaccessibility, refusal of food and marked uncleanli- 
ness. A diagnosis of catatonic stupor was made and a very guarded 
prognosis given. One carbon dioxide-oxygen inhalation in De- 
cember, 1929, was promptly followed by lasting freedom from 
stupor and a rapid disappearance of all psychotic manifestations. 
The pictures show this very gratifying change at one hour, at 24 
hours, and at seven months after the gas treatment. After having 
made an excellent institutional adjustment she was sent home in 
July, 1930. She has so far remained well. In her case a stupor of 
seven months’ duration was followed by a stupor-free period of 
over 18 months. 

The last group of six pictures shows the condition of a 37-year- 
old boatman before and after the Loevenhart procedure. This man’s 
personal history is characterized by very meager schooling and ar- 
rested intellectual development at the level of a low-grade moron. 
Symptoms of catatonic schizophrenia developed when he was 17 
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years old. Ten years later, at the age of 27, he sank into a profound 
stupor with mutism, inaccessibility, refusal of food, very intense 
negativism and uncleanliness. The first two pictures show quite 
well his unusually severe symptoms of catatonic stupor, that for 
10 years remained uninfluenced by any kind of therapeutic activity. 
In May, 1929, one carbon-dioxide-oxygen inhalation produced a 
prompt and lasting disappearance of all stupor symptoms. The 
third picture shows this man one hour after the inhalation. You 
see him reading a newspaper with keen interest. The fourth 
picture shows him two months later, working in the hospital gar- 
dens. In the fifth picture we find him three months after the gas 
treatment as a worker in the hospital laundry. He was then con- 
sidered the most reliable and efficient of a crew of 35 laundry 
workers (patients). The last picture shows him 12 months after 
the treatment. He was at that time one of the best workers on a 
state farm. In this case a stupor of 10 years was interrupted for 
a period of over two years. 

The last two lantern slides illustrate somewhat the technic as 
we have used it in this small group of 12 stupor cases: 

We have repeatedly seen stuporous patients respond favorably 
to artificial fever as well as to psychotherapeutic procedures. Think- 
ing that possibly a combination of several methods might increase 
the effect of the Loevenhart procedure we treated each one of our 
patients in the following manner: 

For three weeks previous to the gas treatment we talked to our 
patient every day for at least half an hour. During these talks we 
treated the candidate as if he were not stuporous, but only in a tran- 
sient state of hypnosis. Efforts were made to establish somewhat of 
arapport. Friendly, reassuring and encouraging expressions were 
used. Therapeutic suggestions, adapted to the individual case, were 
given and repeated with increasing emphasis. In a similar manner 
we would speak to the stuporous individual also during the Loeven- 
hart inhalation and for several weeks thereafter. 

During the three weeks preceding the carbon-dioxide-oxygen in- 
halation we gave regularly a series of 10 intravenous injections of 
a diluted streptococcus vaccine (Coley’s fluid, Parke, Davis & Co.) 
at two-day intervals. We thus produced a malaria-like fever as 
shown in Fig. 1. The quantity of vaccine used for the successive in- 
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jections is indicated. As is customary and necessary with all foreign 
protein administrations, the individual reactions and signs of hyper- 
sensitiveness were carefully observed and the doses of vaccine 
varied accordingly. 

Our method of applying the carbon-dioxide-oxygen mixture fol- 
lows quite closely the rules outlined by Loevenhart and his co- 
workers. Fig. 2 shows the temporal and quantitive factors regard- 
ing the inhalation treatment, also its effects on blood pressure, 
respiration and psychomotor activity as observed by us in a given 
case. 

We have been careful in selecting healthy and relatively young 
individuals for these experiments. In no case have we applied gas 
mixtures that contained more than 25 per cent carbon dioxide. 
These precautions may account to a certain extent for the fact 
that we did not see any undesirable or alarming effects in this series 
of experiments. 

We feel that observations such as those presented in this paper 
demonstrate clearly the great value of the inhalation treatment of 
stupor states. It deserves our interest and should certainly be tried 
out extensively on patients with stupor and allied states. 

It may be that our method of combining the inhalation treatment 
systematically with other forms of therapy constitutes not only an 
extensive but also an intensive modification of the Lorenz-Loeven- 
hart procedure. 
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DISCUSSION. 


Dr. Henry I. Kiopr.—I want to emphasize the value of the work done by 
Dr. Langenstrass as covered by his paper. This was carried out in a very 
sincere and conscientious manner while he was connected with the medical 
staff of the Allentown State Hospital. I saw some of this work, all of which 
is a great credit to him. I would like to emphasize the importance, for the 
continuance of the improvement in these cases, of the totality of the thera- 
peutic procedure as outlined. Interest in the patient day ‘n and day out by 
direct contract was very important in furthering the improvement. If these 
cases were merely left to drift, I believe that those which Dr. Langenstrass 
presented and illustrated with the slides would have relapsed into their 
former catatonic state, had it not been for the psychotherapeutic atmosphere 
which he created. 


Dr. K. BowmMan.—I would like to add to the discussion by stating that 
for the past three years this same type of work has been carried out at 
the Boston Psychopathic Hospital under the direction of Dr. Sclomon. Dr, 
Langenstrass referred to a publication of Dr. Kaufman’s. I might state that 
Dr. Kaufman was engaged in this study at the Boston Psychopathic Hos- 
pital and then continued his work for a year in Vienna and is now carrying 
on some of the same work at the Boston Psychopathic Hospital. Dr. Solomon 
showed moving pictures of some of these cases at the meeting of this Asso- 
ciation last year. In listening to the paper, I have wondered whether Cases 
2, 3 and 4 might not be considered benign stupors of the manic-depressive 
type. I realize that in the limited time for presentation it is impossible to 
give detailed case histories, but from the material presented it sounded t 
me as if these cases might have been benign stupors which would have 
recovered whether or not they had been treated. In our work at the Boston 
Psychopathic Hospital we have had certain cases to which we would have 
given a favorable prognosis even if treatment with carbon dioxide had not 
been given. 


Dr. Geratp Grassco (Hamilton).—I am very much interested in Dr. 
Langenstrass’ paper and I would like to ask him this question: 
Which does he consider the more important as to the effect on the patient 


the use of the carbon dioxide gas, or the succeeding psychotherapy ? 


Dr. LANGENSTRASS (closing).—The interest you have shown by your 
generous discussion of my paper is appreciated. I wish to thank especially 
Dr. Klopp for his remarks. Much of this work was done in his institution 
at Allentown. 

The cases here presented have all been diagnosed as stuporous forms of 
dementia przcox. I think that these diagnoses can hardly be disputed, ex- 
cept possibly in one or two cases. Jn these a few features are somewhat 
in favor of a manic-depressive stupor. 

I personally have no experience with the effect of ether inhalations on 
symptomatic stupor. It is quite probable that, as work goes on, a variety 


| 

| 

| 

| 


1931] KARL H. LANGENSTRASS 455 


of drugs and therapeutic procedures will be found useful in the treatment of 
stupor-reactions. Ethyl-ether as well as ethyl-alcohol will probably find a 
more or less prominent place in this group. 

As to the physiologic processes underlying the Loevenhart procedure I may 
say briefly this: Amplitude and rate of respiration are greatly increased. 
The systolic blood-pressure goes up quite markedly. The intracranial pres- 
sure rises. The cerebral blood-vessels are dilated. The result is an improved 
intracranial and, more specifically, intracortical blood-supply. 

Why and how all these processes may bring about the transient and, above 
all, the permanent interruption of the stupor state is a question that I am 
unable to answer. 
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PSYCHOTHERAPY IN THE SCHIZOPHRENIAS.* 


By WILLIAM MALAMUD, M.D., ann WILBUR R. MILLER, M.D., 
lowa State Psychopathic Hospital, lowa City, Lowa. 


The pronounced interest which in the last few years has been 
shown by psychiatrists in the attempts at psychotherapeutic treat- 
ment of schizophrenics, has brought the problem to the fore in 
psychiatric literature, and along with other aspects of this problem 
a good deal of attention has been paid to its historical background. 
We thought it most advisable not to go into a discussion of this 
phase of our problem as a number of excellent reviews of it have 
been given by writers on the subject (especially G. Zilboorg’), 
besides which it seemed to us to hamper unnecessarily our progress 
in the work toward a solution of the problem. The different 
attempts that have been made to devise methods of psychotherapy 
that would apply to this particular disease have naturally been quite 
closely dependent upon the concepts of the nature and etiology of 
the disease at the particular times when the methods were brought 
forward. But these concepts have shown such wide variations 
and fluctuations in their development that in a good many instances 
they not only show distinctly different attitudes but actually seem 
to be mutually exclusive. An unprejudiced evaluation of any 
method, however, would necessarily depend upon a critical revi- 
sion of the most important concepts that are at the present time 
accepted and put forward by reliable authorities. It seemed to us 
than an analysis of this type could be best accomplished by a con- 
sideration of those points upon which both opponents and adherents 
of the usefulness of psychotherapy in this disease have based their 
rejection or acceptance of it. To our mind there are three such 
points that are in the center of the discussion of this problem and 
we wish to introduce our subject by a close analysis of these: 

I. The degree of success that is expected from the treatment 
of this disease. The utilization of this factor as a standard of 
measurement of the applicability of psychotherapeutic methods 


*Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, Toronto, June 1-5, 1931. 
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has played a great role in their evaluation. [or some reason, a 
great many workers in this field have taken the stand that only a 
complete recovery of the patient or, what is even more far reach- 
ing, a transformation of the patient into what is considered to 
be a normal individual, is to be considered as a successful outcome 
of such treatment. Somehow the fact seems to have been lost 
sight of that in medicine in general, one rarely, if ever, accom- 
plishes such miracles by any form of treatment. The final goal 
that is aimed at is really improvement of various degrees and in 
most cases, if not in all, one does not get a complete return to 
pre-morbid stages. A scar of one kind or another, a change of 
some type or other, are always left as the imprint of the patho- 
logical process. In dealing with mental diseases, however, and 
more especially with the schizophrenias, most of us seem to have 
taken an 
short of a perfect return to normal behavior, whatever that may be. 


‘all or none” attitude, which is satisfied with nothing 


Not only the layman but‘even the physician seems not to be able 
to trust the person who at one time has had a schizophrenic epi- 
sode, no matter how well the patient may be able to adjust himself 
socially. We forget the fact so ably pointed out by Bleuler * and 
others that a good many abortive schizophrenics, or persons with 
distinctly schizoid makeup, never reach the physician, and—what is 
more important—seem to be able not only to make a good adjust- 
ment but also sometimes to utilize their peculiarities in becoming 
leaders and benefactors of mankind. 

It is true, of course, that the one-time schizophrenic always has 
the potentiality of an episode during which he may become danger- 
ous to himself or others. But so has a person who is addicted to 
alcohol, and has at one time or another shown acute alcoholic 
mental derangement. So, too, a person who has a heart lesion and a 
number of other conditions which under certain types of stress 
in the environment may break out with episodes of one kind or 
another. One also loses sight of the fact that was so clearly shown, 
especially by Kretschmer, that a schizophrenic person brings with 
him a constitutional type that seems to be, as far as we know at 
present, unalterable. So that a number of symptoms in patients who 
have recovered from the schizophrenic process, can be placed as 
belonging to the pre-psychotic personality. In treating the disease 
process we certainly do not expect to change constitutional factors, 
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although they may be indirectly influenced. For, given a certain 
insight into these characteristics, the person can adjust himself even 
on a better level than his normal or pre-psychotic state would have 
permitted. 

II. The next point at which the decision as to the possibility of 
the application of psychotherapy in this disease meets with diver- 
gence of opinion is the age-old controversy of physiogenic vs. 
psychogenic. It would seem that at present, with all the numerous, 
more or less impartial reviews of this phase of the subject, it would 
hardly be necessary to go into a discussion of this problem. Yet 
even now we meet with statements made by authoritative represen- 
tatives in this field to the effect that after all, schizophrenia is 
fundamentally an organic disease, and consequently, of what use 
would it be to attempt any form of psychotherapeutic measures 
in an organic disease? The first question that comes up in this 
connection is, just what foundation do we have in actual facts, 
that would speak for the organic etiology or nature of this disease ? 
The exhaustive neuropathologic researches in this field have given 
us very little to go on. The extremely careful and unprejudiced 
researches of Dunlap ~* have led to conclusions that we all know 
about. Namely, that although abnormalities may be found in the 
brains of patients with dementia precox, similar features have 
just as frequently been found in normal persons. The over- 
enthusiastic reports made by some neuropathologists in connection 
with the lipoid contents of the nerve cells, the dropping out of 
cells in the cortical layers, the basal ganglia disturbances, etc. 
have not been substantiated by men like Dunlap and Spielmeyer.* 
Some of these changes have not been corroborated whereas others 
were also found in carefully selected normals. Serology and bio- 
chemistry again show us very little. Changes in permeability, in 
the iron content, in the basal metabolism, etc., have been found; 
but whether these could be looked upon as causes, effects, con- 
comitants, or even purely coincidental, has never been definitely 
proven. 

One wonders then just what the basis may be of the very 
definite statements made even by men like Bleuler* or Kleist ° 
with reference to the organic nature of the disease. At the same 
time, we find that very careful investigations by experienced 
workers have shown a definite relationship to exist between the 
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onset and course of the psychosis and certain factors in the life 
of the individual. So many times, especially where the time 
and patience are taken to go into a deep study of the development 
of the patient, we find a definite chain of events that lead up to the 
development of the psychosis. It is true that in a great many of 
these cases we must postulate a certain type of personality as a 
background upon which these causative factors can act in a way 
which they probably would not in other persons. It is also true 
that in a number of the cases, one is unable to see the relationships 
that may exist between the actual content of the psychosis and the 
life problems of the individual. But whether we should, therefore, 
have to assume some obscure organic process or whether it is 
merely a result of insufficient study is another question and will 
be taken up later. 

But even if we should grant that in some of the cases of schizo- 
phrenia a toxic organic process is present and could actually be 
demonstrated, is it possible to prove that in these cases we are 
dealing with something essentially different than we are in those 
where such processes as influenza, general paralysis, encephalitis, 
or others have released syndromes not only akin to but actually iden- 
tical with the schizophrenic process? And in such cases, if it were 
possible to show that some forms of psychotherapy could influence 
favorably schizophrenias of other types, would it not be most advis- 
able to utilize this method in clearing up the psychic component of a 
disease in which psychogenic and organic factors interplay to form 
a vicious circle of ever increasing complexity? We have in mind a 
case which was published recently * in which an encephalitic process 
was utilized in the release of a definitely psychogenically con- 
ditioned series of marked conversion depressions. The patient was, 
and still is, suffering with post-encephalitic Parkinsonism. The 
psychogenic factors which have led to the development of the 
depressions, however, have been cleared up by psychoanalytic treat- 
ment and the patient is psychically recovered. 

III. The last point in this triad is one that is quite closely 
associated with the second and should really be discussed in close 
relationship to it. It is the apparent lack of definition of the con- 
cept of schizophrenia. It is quite easy to see that so long as ‘we do 
not agree as to what one means by schizophrenia or do not in our 
own mind have a definite conception as to what the nucleus of 
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the disease is, it will be impossible to outline any general form of 
treatment. In the center of the present-day concept of schizo- 
phrenia, we have Bleuler’s idea of a process with its primary and 
secondary symptoms. There is no question but that from a purely 
practical, descriptive point of view the concept is inherently true. 
But when we try to follow Bleuler’s* attempts at correlation of 
these two sets of symptoms with the physiogenic and psychogenic, 
we tread scientifically dangerous grounds. Bleuler himself ex- 
presses the opinion that as far as the knowledge of the true nature 
of this disease goes, we have not as yet progressed any further 
than ‘‘ pure assumptions.” In his attempt at definition of the 
concept, Bleuler speaks of the peculiarity of the association proc- 
esses (such as the shortness and nonsensical features of the 
associations ) and of the affect disturbances. He feels that although 
there does not seem to be any qualitative differences between the 
projections of the reactive paranoid states and a normal individual, 
he finds it necessary to assume definite qualitative differences 
between the nature of these two and that of schizophrenia. Whether 
this point of view is essentially different from that expressed, for 
instance by Gruhle,” to the effect that the whole process, primary 
as well as secondary symptoms, are unintelligible is a question. 
Bleuler sees a definitely intelligible set of mechanisms at the basis 
of the secondary superstructure, but he has to take recourse 
to obscure organic causes to explain the primary symptoms. But 
we need only consider the recent studies of subconscious phenomena, 
child psychology and dream analysis, to see more clearly into these 
primary symptoms and to appreciate the possibility of their being 
approachable on a psychological basis. Piaget’s ” studies of the 
relationship of the language of children and the emotional organi- 
zation peculiar to that age have shown striking similarities to the 
associations and affect disturbances of the schizophrenic. Freud’s 
dream studies show psychologically produced condensations, sub- 
stitutions and shiftings that are not at all unlike the schizophrenic 
productions. Even if at present one is unable to see in a psycho- 
logically understandable fashion through the whole process of 
schizophrenia, it would seem to us that these studies would point 
to the importance and justification of regarding the schizophrenic 
process as, at least, understandable on that basis, that is a process 
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of regression to earlier levels. From this point of view it would 
seem advisable to approach the formation of the concept or defini- 
tion of the schizophrenias not descriptively but on a dynamic basis, 
Such a definition of the schizophrenias could be best built up along 
the lines suggested by Freud“ in his attempt at differentiating 
the neuroses from the psychoses.* Both of these are regarded 
by him as the resultants of conflicts between subjective motivations 
within the person and the forces in his environment. The mecha- 
nisms at play, however, and the actual results are different. In the 
neurosis the subconsciously motivated, subjective tendencies are 
not permissible by the environment and are judged to be so by 
the person’s ego or, if we wish to call it so, the logical judge 
within the person. The ego then takes sides with the outside world 
and represses the subjective desires. These repressed factors may 
prove too strong, however, for the repressing power and come out 
in the form of substitute phenomena and thus a neurosis results. 

In the psychosis (and by this Freud understands especially the 
paranoias and schizophrenias) too, the subjective tendencies come 
into clash with existing environmental standards. Here, however, 
the perceiving apparatus of the person, that is his ego, does not 
take sides with the environment, but finds these tendencies accept- 
able in face of an inimical environment. These tendencies then 
instead of being repressed by the ego are allowed to come to the 
surface. Just what it is that determines this turn in the mechanism; 
whether it is caused by a psychogenically conditioned sticking of 
the person at a childish level thus permitting a primitive disregard 
of the environment; or a constitutionally predisposed factor in the 
person, is a question that need not concern us here. The fact is 
that in the psychosis, or, at least, in its earlier stages, we practically 
always find the buoying up of previously deeply hidden subjective 
tendencies that make up the contents at the center of it. Following 
this, of course, there is an attempt to fit these tendencies into the 
existing situation and there we find the secondary elaboration 
which attempts to disguise these contents under the flimsy covering 
afforded by a weakened logical apparatus. But the nucleus under 
the surface remains essentially the same. 


*It is outside of the scope of this paper to go into a detailed discussion of 
this concept and we wish to refer to a previous publication.” 
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Regardless of how closely one wishes to follow the details of the 
Freudian theory of the psychoses, the central point in it, 7. e., 
the attitude, that the content of the disease is conditioned by 
subjective tendencies of a primitive level that have broken through 
the bounds of the person’s logical control against the dictates of 
environment, is one that seems to be quite compatible with our 
experiences so far. A definition of the schizophrenias from this 
point of view would stress as the nucleus of the concept the con- 
flict between the early subjective patterns of behavior and the cen- 
sorious environment, with the result of the special type of per- 
ception apparatus (ego) taking sides with these patterns to bring 
about their triumph over the environmental demands. 

Following this primary step in the disease the person may 
attempt to patch up the damage by a more or less systematized 
reconstruction of his relationship to the outside and thus go on to 
develop the different types and degrees of projection. Or he may 
remain at the original level and thus show the characteristic affect 
and association disturbances that are peculiar to the early levels. 
This definition would include within the broad limits of its con- 
cept, the paranoias and paranoid states as well as the schizophrenias. 
Their differentiation would depend largely upon the developmental 
level of the released tendencies as well as the degree of success 
with which the person is able to reconstruct some form of rela- 
tionship with the world after the original break has occurred. 
As was mentioned above, these may depend either upon a certain 
type of make-up or upon early fixations, but whichever of these may 
be at work, the subsequent structure of the disturbance, the point 
which the break with reality will reach and the attempts for recon- 
struction, will necessarily depend upon the interplay between the 
given personality and the problems that have to be met. The 
sooner this is understood both by the world in general and the 
patient himself, the greater will be the chances for avoiding that 
vicious circle which in most cases would lead to more serious 
changes in the personality. It is on this basis that we can approach 
a systematic attempt at psychotherapy. 

And now the question is, what form of psychotherapy should 
we apply here? A number of methods have been advanced recently, 
amongst them the psychoanalytic. In most cases where the psycho- 
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analytic method has been put forth as the one of choice, the advo- 
cates of it have stressed the importance of adhering to that form 
of procedure that is used in the treatment of the psychoneuroses, 
From the above discussion, however, it would appear that both 
from a theoretical as well as a practical point of view, this pro- 
cedure is not the proper one for the treatment of this group of 
patients. We wish to emphasize that this statement is made with 
the full realization of the fact that the psychoanalytic theory has 
been of the greatest help in approaching the understanding of the 
seemingly unintelligible schizophrenic process. But it is important 
to appreciate that psychoanalysis must be considered from two 
points of view: psychoanalysis as a theory and psychoanalysis as a 
series of methods that can be practically applied to a series of 
diseases in relation to the concepts of these diseases as reached by 
the means of the theory. It would seem to us that the Freudian 
statement of the differentiation between the neurosis and the 
psychosis would automatically place the two as being based on 
diametrically opposite mechanisms and consequently calling for 
diametrically opposite forms of treatment. In the neurosis where 
the unconscious components have been repressed and the ego has 
subordinated itself to the outside world, and with it, by the aid of 
logic is repressing these unconscious components, it is necessary 
to shake loose the iron-hold of logical pressure that the ego and 
the outside world bring to bear upon the unconscious. The whole 
procedure of analysis of a neurotic is based upon breaking through 
this wall of logical repression. On the other hand, in the psychoses 
the unconscious mechanisms have gained the upper hand over the 
world outside, and the ego has taken sides with them. Logic has 
been thrown aside and that which is used is only a flimsy covering 
on top of essentially emotionally conditioned tendencies. Here 
it is necessary to proceed from the opposite angle and attempt to 
strengthen the force of logical appreciation of the outside world 
and bring the normal amount of pressure to bear upon the released 
unconscious tendencies. While the process is going on there is, of 
course, a tendency on the part of the ego to rebuild its relationships 
with the outside world and consequently a superstructure which 
aims at repressing some of the unconscious material is built up. 
We see that, in a good many of the disguises, in the delusions and 
hallucinations of the patient. These will have to be broken down 
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by some form of analysis before the attempt at strengthening the 
reality appreciation of the individual will take place. The emphasis, 
however, will have to be placed upon getting the patient to grasp 
intellectually the mechanisms of development of his disease and 
for that purpose too we will have to secure the patient’s desire to 
do so. The method which we have made use of is based upon the 
above considerations and the actual procedure can be best described 
as consisting of the following three steps: 

I. The first step is an attempt at the appreciation of the mecha- 
nisms underlying the content of the psychosis. For this purpose 
avery detailed study of the environment and developmental history 
of the patient as given by relatives and acquaintances is, of course, 
indispensable for the purpose of understanding the problems that 
the individual had to face. The most important part of this step, 
however, consists in getting these factors out of the patient by 
analysis of his dreams and free associations on these as well as 
the contents of his psychotic structure. All this material is ob- 
tained, however, in sessions during which the patient remains 
seated facing the examiner, and although the examiner permits the 
patient to do a good deal of the talking, he very actively directs the 
productions by interposing questions so as not to permit the patient 
to control the session. At no time does the examiner take the atti- 
tude of the power behind the patient that is so important in the 
cases of neurosis. The whole thing is carried on in a free and 
frank conversational manner. The physician never attempts to 
argue with the patient in an attempt to disprove his false apprecia- 
tion of reality. The physician takes the stand that the patient’s 
delusions and hallucinations are real, but that reality is a matter 
of a relative interaction between one’s desires and the demands 
of environment and that in the case of the patient, his desire 
have taken the upper hand. (We cannot here go into a discussion 
of this concept but would refer to a previous publication on this 
subject.) 

II. The second step in the treatment is the gaining of a “ rap- 
port ’ with the patient. If we designate this factor as the second 
step in the treatment, we certainly do not imply that it is secondary 
in importance. In fact, it was found to be of primary importance 
in the treatment. But for quite a period of time following the 
beginning of the treatment, this contact is not established and in 
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some cases not at all. In our experience this contact was at least 
partly dependent upon the appreciation by the patient of the phy- 
sician’s impartiality and also the fact that the physician looks upon 
the experiences of the patient as having a certain component of 
reality in them. There are, of course, at times, especially in the 
beginning, reactions against the physician and sometimes these 
may take the form of explosive episodes. It is because of this 
that the treatment, at least in its earlier part, must be carried on 
within the hospital. 

III. Having obtained an understanding of the mechanism of the 
psychosis and the good-will of the patient to probe into it and 
accept the validity of facts that are produced by himself, we then 
proceed to a reconstruction of the logical evaluation of the outside 
world and a bridling of those emotional tendencies which have in 
their reorganization taken the forms of delusions and hallucinations, 

As was brought out in the above discussion, we do not recog- 
nize any clear-cut qualitative distinction between the whole group 
of paranoid states, paranoia and schizophrenia, but that from a 
dynamic point of view the differences must be considered as 
quantitative. The fact that a number of cases in which we have 
attempted this treatment have not heen amenable to it; and the 
fact that in a number of cases we have been unable either to gain 
the rapport with the patient or to be able to understand his produc- 
tions on the basis of our analytic investigations, does not seem 
to us to be sufficient to deter us from the above statement. In the 
course of recent years rapid progress has been made in this direc- 
tion not only by the psychoanalytic school but by a good many 
others. We have come to see that a number of features of the 
clinical picture that have been looked upon as unintelligible on a 
psychological basis have gradually been cleared up and it does 
not seem at all unlikely that the whole structure will in time be 
placed under the same category. As to considering the whole 
group referred to above as essentially built up around the same 
nucleus and, therefore, not admitting of a clear-cut qualitative 
differentiation, it is not at all a new concept. Outside of Freud 
we meet with this tendency in Birnbaum’s studies “ in which he 
does not even make any attempt to differentiate between what he 
calls the Wahnbildungen der Degenerativen and schizophrenia, and 
a number of others. In the following, therefore, we wish to present 
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our experiences with this method of treatment in a number of cases 
that belong to this group and range along a scale of increasing 
severity of the clinical picture: 


Case I.—H. S., a single, white, American male, age 26, who was admitted 
to the hospital on January 29, 1930, because for a period of at least one year 
he has been showing difficulties in adjustment and expressing ideas of refer- 
ence. The definite onset of the disease was placed about the end of 1928 start- 
ing with a depression and expressions of numerous somatic complaints. Fol- 
lowing that, having developed a skin eruption he conceived the idea that he 
had syphilis and that this was caused by his brother’s abusing him sexually 
while the patient was asleep. He then began to find fault with the food, 
claimed to have discovered glass in his food and peculiar tastes which were 
possibly due to the food being tampered with. He also spoke of a girl having 
played him “a dirty trick,” that people were putting drugs into his tobacco, 
that some people were “ sucking sap out of his brain.” He would sit for hours 
by the radio with his ears close to the loud speaker but without giving any 
definite reason for it other than the vague statement that he knew he could be 
helped in this way. On his admission he was found to be an asthenic, under- 
active, sad looking man who paid little attention to what was going on about 
him, was evasive in answering questions and suspicious of the examining phy- 
sician. He talked somewhat reluctantly of his ideas of reference and was 
quite wrought up about the persecutions which he felt were being carried on 
against him by his brothers and the girl with whom he used to keep company. 

In his physical examination it was found that he had sugar in the urine but 
no increase of the sugar in the blood. His laboratory findings otherwise were 
negative. 

The treatment was started soon after his admission and carried on along 
the lines described above. The background and the development of the patient 
as obtained both from him and the informants, brought out the following chief 
factors. In the family there was a distinct tendency to chronic physical dis- 
eases (cancer) and several cases of mental disease, some of them diagnosed 
dementia preecox. The parents died when the patient was a small child and 
the home was kept up under the guidance of the older brothers, towards one of 
whom the patient had from the very beginning developed an attitude of respect 
and admiration, mixed with a great deal of antagonism and jealousy which 
was particularly increased during the period directly preceding the onset of 
the disease. He has always been a rather weak looking child and has com- 
plained of numerous somatic indispositions. Because of that he was spared a 
good deal of the time and did less of the actual physical work than any of 
the other siblings. He has always been of a sensitive, suspicious nature, and 
showed a tendency toward temper tantrums and crying spells. He preferred 
staying at home, helping with the house work, mixed very poorly and was 
referred to by other children as a “sissy” and a “cry-baby.” He had no 
difficulties in his intellectual development and following his leaving school in 
his early puberty, he took up helping on his brother’s farm. At about the 
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age of 15 he was instructed in the practice of masturbation by his brother-in. 
law, who introduced this as a remedy for sexual feelings. He kept up this 
practice until the age of 21 when he had obtained information referring to the 
harmful effects on both mind and body by this practice. Following this, there 
was a continued conflict over the habit but no success in giving it up. About 
that time he became interested in the girl referred to above. He was conscioys 
of a good deal of sexual excitement while with her but has never attempted 
any sex relations with her because, according to his statement, of her refusal to 
acquiesce. He began to indulge in a good deal of day-dreaming about her 
which interferred with his work to such an extent that his older brother 
whom he was working for at that time found it necessary to discharge him, 
His success in subsequent positions was similarly hampered by these thoughts 
and day-dreaming. Shortly after that, having heard that his brother had 
been going out with the girl, he concluded from some stray remarks that this 
brother had been successful in having intimate relations with her and reacted 
with an explosive temper outbreak. He attempted to intimidate the girl but 
was told by her mother to stop having anything to do with her as the girl's 
brother would “fix him” if he did not. Subsequent to this the autoerotic 
practices which were somewhat diminished during his courtship of this girl 
were taken up again. An attempt at sex relations about a year after this 
episode was followed by vomiting and nausea and since then he has made no 
attempts to go out with girls, feeling that he was in some way inferior to other 
men in his sexual make-up. He was worried very much about frequent sex 
dreams accompanied by emissions, felt that in some vague fashion his brothers 
were responsible for that, possibly by placing aphrodisiacs in his food. For 
some time preceding that he had been bothered with a chronic skin lesion 
and he now came to think of it as possibly being connected with his contract- 
ing syphilis and at one time accused his brother of having practiced fellatio 
on him while he was asleep. It was at that time that he had first been ex- 
amined by a physician and found to have glycosuria. Curiously enough this 
seemed to have a good psychic effect on the patient (according to his own 
statements later because he knew that his older brother had also had diabetes 
for a long time and in consequence of this led a bachelor life and cooked for 
himself). A short period after that, however, the patient began to express his 
ideas of reference again. He claimed to have found glass in his food and left 
his brothers’ place because he thought that they were making attempts at 
poisoning him. It was at that time that he developed the condition referred 
to as depression. In reality it was a marked exaggeration of his sensitive 
make-up and feelings that his relatives had designs on his life. He began to 
move around from place to place, his ideas gradually increasing in severity. 
He began to notice peculiar odors about the house, he spoke of the girl whom 
he was going out with having played a “ dirty trick” on him, and possibly had 
something to do with decreasing his physical vigor. He became morose, 
seclusive, spoke about the brothers spreading rumors about him, that “ sap 
was being sucked ” from him, and behaved in a queer way as mentioned above. 

On his admission his physical condition was looked into and with little 
difficulty his glycosuria was controlled. The skin lesion also cleared up rather 
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quickly. As the analysis proceeded and the mechanism of the development of 
his ideas, their relationship to his marked sensitiveness and feelings of in- 
feriority on the one hand and the feeling of sexual inadequacy on the other, 
becoming clear to the patient, he brightened up, contact with him became much 
better, he began to take an interest in his work at the hospital, and began 
to discuss both his physical ailments and ideas of reference in a more objective 
way. His hypochondriacal ideas cleared up and he developed greater con- 
fidence in his own abilities and began to express the desire to go out and start 
up in his work again. 

He was discharged about three months after admission and for over a year 
now has shown a good adjustment. He has been employed steadily, is doing 
well at his work and as far as one can see has lost his ideas of reference. In 
fact, he is doing much better than at any time before the onset of the disease. 


Here, then, we are dealing with a person whose history and sub- 
sequent psychosis would fit most closely into the group described 
by Kretschmer under the heading of Sensitiver Bezichungswahn. 

In our own appreciation, however, it would matter little just 
where this case belongs from a descriptive point of view. Dynam- 
ically, we find in this patient the result of an interplay between a 
certain type of personality characterized by sensitiveness, suspi- 
ciousness, readiness for projections and a series of experiences that 
have led to an increase of a feeling of inferiority and inadequacy. 
The vicious circle thus established instead of repressing the uncon- 
scious tendencies in the person has actually led to a disregard of 
reality in general and the patient’s perception-ego has permitted the 
release of these in the form of projections. As a matter of adjust- 
ment, however, these were very superficially disguised and took the 
aspect of phenomena of persecution chiefly by persons with whom 
the patient had quite evidently identified himself earlier in life 
and whom he tried to emulate. The appreciation of the mecha- 
nisms secured first by an analysis and an exposure of the substitu- 
tions, and later by an acquired knowledge of the relationship be- 
tween the unconscious motivations and the symtoms, has led not 
only to a recovery from the acute episode, but also to an apprecia- 
tion of the handicaps imposed by his type of personality and an 
ability to fit them into real situations much better than ever before. 

Case II.—C. M., a married, white, American male, aged 26, who was 
brought to the hospital on June 12, 1920, with the statement that for over a 
year the patient had shown difficulties in adjustment both at home and at 
his work. It began with a depression in the spring of 1928. But this gradually 


developed into a state of pronounced suspiciousness, leading to ideas of refer- 
ence and then a well-systematized state of persecutory delusions. 
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On his admission he spoke of a group of people who were watching every 
move he made in order to gather up evidence which would prove him to be 
insane. These people were headed by a man who was master mechanic jp 
the factory where the patient worked as this man’s subordinate at the onset 
of his symptoms. They had spread rumors about him claiming that he was 
showing signs of mental disease, that he was sexually impotent, and that 
his children were really not his. He heard them talk about him, saw people 
following him on the street, and these facts were broadcasted all over the 
country so that the physicians at the hospital really knew all about him before 
he ever came here. 

All this was told in a bland tone of voice, with a stereotyped smile, and at 
times a superficial attitude of superiority. Mostly, however, the patient showed 
a frozen, stiff, expressionless face. On rare occasions he would flare up in 
high temper, threaten the hospital authorities and then become morose and 
uncommunicative. He was of a typical athletic physique, and his physical and 
laboratory examinations showed no pathology. The treatment was started 
about six weeks after his admission. 

The chief factors in the background and development of the patient obtained 
both from the analysis and information given by the relatives were as follows: 
In the family there were several cases of mental disease. One of the patient's 
sisters was diagnosed dementia precox; one brother, psychasthenia; and 
another sister, psychopathic personality. The father is a queer, cold type of 
person, over-bearing and has occasional outbreaks of temper. The patient has 
always had a feeling of admiration mixed with hatred and jealously toward 
him. In fact, he considered all the siblings as being like the father; that is, 
being superior in intelligence but of a morbid type of personality. The patient 
considered himself more like the mother. These feelings of inferiority in early 
life were enhanced by his slight lagging in progress at school whch came to a 
climax when he was kept back in one of the grades; whereas all his siblings 
usually led the class. At about the same time (ten years of age), the patient, 
who had taken up the practice of masturbation, began to worry about that. He 
had heard that it would lead to insanity and that his family had a tendency 
toward mental disease. This fear was increased by the fact that at that time 
the oldest sister and then the brother developed mental diseases. The patient 
went through a period of worry during which he worked out a theory that 
since the tendency toward mental disease was on the father’s side and that 
the siblings were like the father, therefore, he was not prone to develop 
insanity. Furthermore, he had heard that people who developed insanity 
usually showed a flash of intellectual brilliance before that. This was true of 
his siblings and so he concluded that his mediocrity and lack of similarity with 
his father saved him from becoming insane. 

There was about that time a period of brooding and preoccupation out of 
which the patient finally emerged with a rather shy and sensitive personality 
but otherwise well adjusted. Following a violent quarrel with his father at 
the age of puberty, he gave up his school and went to work. Through the 
ensuing years we find an increasing sensitiveness and a firmer belief in his 
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idea of the relationship between the triad: father, brilliance, and insanity, 
but a fair adjustment. 

He married at the age of 21. The first child was born eight months after 
the marriage and the second child a few months before the onset of the 
present disease. In his sex relations he is said to have been rather cold, 
especially of late. In his work he was fairly good but seemed to be satisfied 
at a comparatively low level. Following the birth of the first child and some 
diseases in the family, the patient had gotten into debt and the birth of the 
second child increased this. The wife and relatives began to accuse him of 
lack of ambition, thought he should make an effort to advance and pointed 
out the superior intelligence of those of his siblings who were healthy. The 
father-in-law was particularly caustic in his remarks and once, when under 
the effect of alcohol, told the patient that he was not much of a man anyhow, 
implied vaguely that his first child was probably not his own, and spoke in a 
way that made the patient feel that the father-in-law himself had relations 
with his daughter. It was at this time that the master mechanic came to the 
factory where the patient worked. 

This man, the patient states, was very much like his father; cold, over- 
bearing, but highly educated and clever. The patient’s attitude toward the 
man was also the same; that is, he both admired and hated him. He decided 
that he would get to be like this man and for this purpose took up a corre- 
spondence course in mechanics. He took six lessons, worked hard, and in 
the ensuing correspondence examination, was informed by the school that he 
turned in a brilliant examination paper. At his request, they sent the paper to 
the master mechanic and then he discontinued his course. It was at that time 
that the patient “ broke down” and developed the depression. He states that 
he was not particularly sad but felt unreal. There seemed to be no purpose 
in the whole thing and he felt that there was some impending disaster wait- 
ing for him. He came out of it rather sharply when some remark, either 
actually heard or imagined, made him believe that the master mechanic had 
shown some interest in him. It occurred to him then that the brilliant paper 
he had written might be construed as a sign of his becoming insane, and that 
it also made the master mechanic jealous, so that the latter set out to prove 
that the patient was becoming insane. This started a chain of a well-known 
type. 

Everything said or imagined was woven into the one plan. It was first the 
master mechanic alone, then the people in the factory, then the whole city, and 
then the country. The priest whom he confessed to about his masturbation 
early in puberty had told people about this. His father-in-law was spreading 
rumors about the children not being the patient’s, and thus an intertwining 
of rumors about the patient’s sexual vigor and intellectual capacities took 
place. People were following him, at night they were molesting him. He 
couldn’t do anything without it being brought up as evidence of these facts, 
etc. As the analysis of the case proceeded and the patient himself brought 
up these factors one by one, doubts as to the reality of his ideas began to crop 
up and these increased the patient’s worry as they made him feel that this 
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was actually proving him to be insane. It was here that the value of the 
physician’s acceptance of a certain component of reality in the patient’s beliefs 
came in particularly useful. The contact established was at first in the form 
of a pronounced antagonism and led to several excited episodes. At one 
time the patient actually made good his escape from the hospital but came 
back after an absence of three days. During this time he went through an 
acute panic reaction with an increase of his ideas of reference and the devel- 
opment of somatic complaints, but with the desire to continue the work at 
the hospital. 

As time went on, however, the patient began to develop a more amicable 
attitude toward the physician, began to see the relationship between his early 
experiences, and a gradual development of his psychosis, and finally was dis- 
charged four months after admission with good insight, and an appreciation 
of the mechanisms of his delusions. He has been cut for 20 months. He has 
made a good adjustment at both economically and socially a higher level than 
he has ever had before, and according to the reports, he is more sociable and 
adjustable than ever before in his life. 


In this case which in many respects is similar to the first one but 
shows some features that are not unlike those met with in paranoia 
and others that suggest the schizophrenic complex, we find essen- 
tially the same course of events. The sticking at a stage where 
the attitude toward the father is that of mixed admiration, jealousy 
and fear, because of, accompanied by, or giving rise to a certain 
sensitive type of personality, sets into motion an unfortunate 
chain of events. First a process of withdrawal from the fight, then 
a flaring up of the early tendencies and all through this a con- 
tinuous attempt at patching up the rifts between himself and 
environment. This is unsuccessful because of the patient’s lack of 
understanding of himself and the mechanisms behind his behavior. 
The treatment furnishes this insight and an adjustment takes place. 

Case III.—A. L., a single, white, American female, aged 39, who was 
admitted to the hospital on March 5, 1930, with the complaint of a general 
loss of interest for the past few years, ideas of unworthiness, delusions of 
persecution, visual and auditory hallucinations. Although she had shown a 
somewhat peculiar form of behavior for quite a few years, the present condi- 
tion was dated back three years ago when she gave up teaching because of a 
feeling of weakness and inadequacy. She then changed her position and 
following that attempted to obtain a training in business work but gradually 
began to express vague feelings of changes in her body, dissatisfactions with 
herself, and during the last three months she was said to have been depressed, 
cried a good deal, stated that her mother had turned against her, that she 
affected her in a peculiar way, and that she was afraid to be alone. An acute 


excitement following a series of hallucinatory episodes led to her being 
brought to the hospital. 
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On admission she was found to be an asthenic, reticent and under-active 
woman. She showed a good deal of blocking in her replies to questions. With 
a certain amount of probing, it was possible to get her to talk about her diffi- 
culties. She stated that her mother exerted hypnotic influence over her and 
could make her have certain feelings and do things both by the look of her eyes 
and by the use of her voice. She was correctly oriented and otherwise in good 
contact with her environment. She had a limited amount of insight as to the 
queerness of the situation but not as to the unreality of the ability of people 
to influence her. Physically there were no signs of disease. The treatment 
was started soon after her admission and the following facts were obtained: 

The patient’s sister was diagnosed dementia precox, hebephrenic type. The 
father was an easy-going, religiously inclined person who in the years pre- 
ceding his death was considerably crippled by rheumatism. The economic and 
home situations seemed to be fairly satisfactory. She lived on the farm until 
the age of 28 and then having previously obtained a teacher’s training, she 
took up teaching. She had never received any definite sex instruction and in 
the home such matters were not openly discussed. She had very few contacts 
with boys early in life outside of one or two occasions at school. Her attitude 
toward the father as was revealed by the analysis has always been marked by 
shyness mingled with sexual curiosity and a certain feeling of guilt where 
sexual matters were concerned. There were also definite sex experiences in 
that connection. At the age of 13, while riding on the father’s lap, and 
feeling his genitalia through the clothes, she became excited sexually. Later in 
life there was a development of a definite sexual attraction to men but feelings 
of inadequacy of being able to attract them. While at college as a young girl 
she had started autoerotic practices and these were continued to the present 
time accompanied by a good deal of phantasy. These caused marked emotional 
conflicts and further exaggeration of the feeling of inadequacy along hetero- 
sexual lines. She spent most of her time with girl friends, was quite attached 
to them although there were no actual homosexual activities. 

Immediately preceding the onset of the disease, she began to fear that the 
masturbation would cause physical and mental deterioration and it was after 
that, that she began to have the feelings of physical weakness and fatigue. 
She explained these on the basis of the masturbation, but could not give up 
the habit. About that time she had gone to teach school in Tennessee and was 
told that some of the men in the more secluded portions of the country might 
attempt to take advantage of her in a sexual way. Soon after that she began 
to feel that men were able to read her thoughts and to detect her feelings 
about them. It seemed to her that she developed a drawing sensation in her 
eyes which caused men to be drawn to her and to make signs that they wanted 
to have relations with her. She thought that people around her began to talk 
about her and to accuse her of being sexually promiscuous. She was con- 
scious of a peculiar attraction to men who limped and at one time she actually 
proposed a rendezvous with a returned soldier with a crippled leg because 
she felt that he had in some way indicated his desires to meet her. No attempt 
at actual relations was made outside of her manipulation of the man’s 
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genitalia. But following this the patient felt that everybody in town could tel] 
by looking at her that this had happened. She began to feel that she ought to 
go home to her mother, and when she did that she found that her mother looked 
at her in a peculiar way which seemed to accuse her of having done something 
sinful. She went into a rage, stamped her feet and shook her fists. Following 
this she kept on noticing that the mother’s eyes watched her everywhere and 
had an accusing look. The mother could hypnotize her and when she was in 
her room the mother would retire to the basement and torture her from there. 
She developed the idea that the mother was going to lock her up in her 
room and prepare a gallows for her. She actually heard the pounding of 
nails and noise of the carpenters building these. She saw faces looking at 
her through the window and accusing her by their looks. It was at this stage 
that she was brought into the hospital. 

Here too the treatment followed the same lines as in the other two patients, 
The dream material and free-associations were utilized and as they came up 
and the patient began to be aware of the actual unconscious tendencies in 
herself that were only superficially disguised in the form of projections, 
she began to show slow improvement. After the interpretation of a dream 
that was particularly related to her sexual life, she became excited and fol- 
lowing that insisted that the physician be recalled so that she could tell him of 
an experience that occurred early in life. This was the one that was referred 
to before where she became sexually excited sitting on the father’s lap. She 
said that looking back at it now she felt that it had the same value to her as if 
she had actually had intercourse. 

For several days following that she was markedly disturbed and had a 
return of many of her ideas of persecution, reference, etc. She expressed the 
idea of being pregnant by her father. The interviews were continued, however, 
and the whole situation reviewed with the patient. After the passing of this 
episode she began to show more definite progress in her improvement. She 
lost all her ideas of reference. She became more self-confident, began to 
talk about her wanting to go back to her work. She was discharged about 
three and a half months after her admission and has remained outside since 
then. She has made a good adjustment, economically and socially. She 
secured a position as a school teacher and is doing good work. There has 
been no return of her symptoms. 


In this case too then, we find a similar course of events in a 
patient who comes nearer to the group of actual schizophrenias 
than either of the two previous patients. We find here a condition 
quite akin to those cases of so-called ingrafting of a schizophrenic 
process on top of a sensitive personality that has been described 
by Kant.” A still more serious involvement, but essentially fitting 
into the same line of development, can be seen in the next case. 


Case IV.—H. M., a white, American, married man, aged 27, admitted 
June 20, 1930, because of the following difficulties: Since about a year pre- 
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ceding his admission he felt uneasy with the people in his office, believed that 
they were making remarks about him and thought that he should leave his 
job but was also afraid that he would be killed if he did so. A few months ago 
he began to hear voices accusing him of various crimes, and developed the idea 
that a machine was used by his office manager to broadcast his thoughts and 
that the patient could hear his own thoughts repeated to him. He spoke of 
suicide, of killing the manager, mumbled to himself, and at times would sit 
for hours staring into space. At other times he would show impulsive out- 
bursts. When he was admitted he was found to be a rather asthenic individual, 
who was well oriented and in good contact. He was inclined to stay by him- 
self, preoccupied, often talking to himself in a disjointed fashion and repeating 
derogatory remarks about his persecutors. He complained of hearing the 
voices of numerous people and also his own thoughts repeated to him by the 
machine. He was suspicious, especially of the physician taking care of him, 
but also of other members of the hospital staff. His physical condition was 
negative outside of a skin lesion that the patient was said to have had ever 
since the age of nine. The treatment was started soon after admission and 
the following are the most important factors that were obtained both through 
the analysis and information by relatives: 

In the family history we find no definite mental diseases. The father is 
a successful and ambitious business man, and the relation of the patient to the 
father was superficially that of respect and admiration but not pronounced 
affection. He was much more attached to his mother and tended, especially 
as a child, to remain with her, help her in the housework and play the role of 
“mother’s little girl.” The analysis brought out a definite feeling of fear and 
guilt, especially in relation to the father. There was also marked jealousy 
shown to the younger siblings. At the age of three, the death of a little brother 
was accompanied by feelings of happiness because he was jealous of the 
brother, but also a feeling of guilt as if he were responsible for the death. At 
the age of nine, when the patient’s younger sister was born, the patient had 
contracted a skin lesion from poison ivy and the mother had to spend a 
great deal of her time taking care of him which seemed to repay quite amply 
for the pain of the disease. It was this skin condition that kept on recurring 
chronically all through the life of the patient and at the hospital in special 
association with emotional disturbances. He gradually developed into a sensi- 
tive, shy, seclusive boy who had little to do with his school mates and showed 
occasional sporadic attempts at heterosexual attachments which were followed 
by feelings of guilt and punishment in the form of venereal disease. On two 
occasions the patient was approached homosexually and was quite markedly 
upset by these. He married his present wife at the age of 23 after four years 
of rather cold and peculiar courtship, and only because the girl threatened to 
marry a friend of the patient’s. He felt that his marriage precipitated all of 
his difficulties. He was sexually of low drive and the wife took the active part 
in their marital relations. He entertained fears right along of his wife not 
being satisfied with him, and very soon after marriage developed ideas of 
her infidelity because of a letter that was written to his wife by a friend of 
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hers. He even felt that the wife’s pregnancy which occurred some two years 
after their marriage was probably due to extramarital relations. At the office 
he felt soon after his marriage that the people regarded him as being weak- 
minded and under his wife’s influence. This led him to leave his first position, 
He left another position because he had conceived the idea that the manager 
would fire him as the patient knew that this man had extramarital relations, 
In another place he thought that a theft that occurred in the office was secretly 
considered to have been carried out by him. He thus kept on developing more 
and more ideas of reference and in his last position he developed a particu- 
larly antagonistic attitude toward the manager whom the patient has known 
for a long time and who had really taken a great deal of interest in the patient, 
He began to suspect this manager of all types of plans against him and it was 
with this manager in the center that he had finally developed his delusions and 
hallucinatory experiences. In the analysis, this manager was clearly asso- 
ciated both in the dreams and in the free-associations with the father, and in 
both cases there was an ambivalent attitude. They persecuted him, shot or 
stabbed him, and yet instead of feelings of pain, he seemed to derive a certain 
amount of pleasure from that. The analysis also brought out a very definite 
masochistic tendency in the patient that seemed to have gone through all his 
life and was especially associated with his mother’s caressing him during his 
illnesses and his fear and feeling of guilt toward the father. 

As the analysis progressed, the patient at first became more antagonistic 
and on several occasions had acute excited episodes. During these he became 
violent, threatened the physicians, shouted at imaginary people. At other 
times he seemed to be quite preoccupied. When talked to he would respond in 
a peculiar fashion, mumbling short sentences which would have appeared 
meaningless if it were not for the fact that they could always be recognized 
as condensations and symbols of his underlying trends. Gradually, however, 
the patient began to see the relationship that existed between his early develop- 
ment, his mother fixation and reaction to the father on the basis of that, and 
the content of his delusions. Of a special value there was the discussion with 
the patient of his dreams which were particularly closely related to his de- 
lusions and hallucinatory experiences but at the same time brought up definite 
associations with earlier experiences. In this case, in fact the dream-life was 
particularly made use of to carry the patient over from the apparently un- 
intelligible delusions and hallucinations to the unconsciously motivated ten- 
dencies in the patient himself. He gained good insight into the mechanisms 
and values of his psychotic symptoms and six months after admission was 
discharged. He has since taken up his last position, has adjusted himself at 
a level which can be considered as a much more adequate one than at any time 
after his marriage. 


In this case, then, which seems to fit into the schizophrenic 
group, we meet again with an essentially similar course of events 
as we have seen in the previous cases. In fact, we could almost 
look upon the gradual increase of severity, as we ascend through 
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the four cases, as quantitative degrees of essentially the same 
process. It is interesting to note that the skin lesion that the 
patient had, cleared up simultaneously with the mental improve- 
ment. This could be taken as one more sign of the interplay of 
physical and psychic expressions of a psychologically under- 
standable process, conditioned, even if not altogether caused by 
psychogenic mechanisms. 

In all of these cases the same method was followed and in all 
of these we have obtained similar results. It goes without saying 
that in a number of cases where this method was tried, less striking 
results were obtained and in some it was without any success. In 
the cases where the results were not quite as promising as in those 
reported, the patients, nevertheless, showed enough of improve- 
ment to allow them to live outside under a modified type of environ- 
ment. Our experiences with this method do not as yet permit of 
any final statements as to exactly what types of cases can benefit 
most under the treatment. Certain suggestions in that direction, 
however, present themselves even now. Thus we found that the 
following factors are quite important in the determination of the 
outcome of the treatment : 

1. The stage in the disease at which treatment is instituted. The 
best results, of course, are obtained in early cases. Where the 
disease has progressed to an advanced stage with the formation 
of deeply rooted pathological trends and marked deterioration, very 
little can be expected. 

2. The establishment of an emotional rapport with the patient 
is of paramount importance. The cases where no success of any 
type has. been achieved despite all efforts, were such where no 
form of contact, antagonistic or amicable, could be established. 

3. The signs of an attempt at reconstruction by the patient 
himself. The whole method, of course, depends upon the re- 
establishment of the relationship between the patient and the 
outside world. It was this factor that determined our highest 
degree of success in the paranoid states and paranoid schizophrenia. 
As Freud ® has brought out, these projections mark the attempts 
of the patient to rebuild the severed connections with the outside 
world. As was brought out in case II, the patient himself has 
actually attempted to do in this way what our efforts have later 
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accomplished. In such cases the method reinforces these attempts 
and directs them along the proper lines. 

4. A certain degree of intelligence is necessary for the patient 
to grasp the structure of the mechanisms at work. This has also 
been emphasized by a number of other workers recently, especially 
by Gillespie “ and Kretschmer.” 

In carrying out this method successfully the physician must be 
aware of a certain number of fundamental principles and pre- 
requisites : 

1. As complete as possible, a chronological record of facts in the 
life of the patient obtained from all available sources is of great 
value. This factor, that has been especially clearly brought to the 
fore by Meyer ' 
in the work with patients, cannot be emphasized too strongly. A 
good many workers in this field seem to feel that one can depend 
quite as well entirely upon the details obtained from the patient, 
but we have not found this to be the case. 

2. The physician is to retain an impartial attitude throughout 
and for this purpose it is important for him actually to appreciate 


* and was so ably utilized by him and his followers 


himself, the reality value that does exist in the patient’s symptoms 
and reactions. 

3. The physician, of course, must be able to gain an understand- 
ing of the mechanisms of the condition, before he can expect to 
have the patient grasp them. An invaluable aid in this is a famil- 
iarity with the studies that have been made on the subject and 
especially a training in the psychoanalytic technique and theory. 

4. The appreciation that in the end it is an intellectual grasp 
of the mechanisms that helps the patient to reconstruct his atti- 
tude to the world. We do not agree with Zilboorg in his statement 
that intellectual insight into the disease is useless or even “ the 
chief enemy ” in this reintegration process. It is true, of course, 
that a certain amount of superficial intellectual juggling at the be- 
ginning does not denote complete insight, but with Freud we would 
take this as the first sign of the willingness of the patient to go 
half way in accepting reality. After the analysis has proceeded toa 
point where the patient’s rapport is gained, however, an intellec- 
tual appreciation of the work as it is being carried on and of the 
mechanisms as the physician sees them is not only helpful but 
actually essential. 
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At the beginning of the analysis, especially in some of the more 
reticent cases, it may be necessary to reinforce in some way our 
attempts at getting at the deeply rooted mechanisms. For this 
purpose the administration of small doses of sodium amytal not 
sufficient actually to put the patient to sleep, may help in getting 
patients to talk more freely.” * 

A definite advantage of this method and one that is possibly 
directly dependent upon the active role played by the physician 
is the comparative shortness of the duration of the treatment as 
can be seen from the cases presented. It is interesting to note 
further that we have noticed in three of the four cases reported a 
certain tendency towards the occurrence of acute episodes during 
the treatment, which Zilboorg speaks of as the “ reliving and 
reacting of the psychosis.’ We too felt that it marked a crucial 
point in the course of the treatment, although in our cases it 
seemed to be directly connected with the beginning of an intel- 
lectual insight into the condition. 

In presenting this method of approach and the results obtained 
by it, we are fully aware of the fact that in most of its features it 
follows quite closely along the lines outlined by a number of 
investigators of this problem. The work of Mever and his group, 
the recent surveys by Kretschmer, Gillespie, and others (referred 
to above) have shown us the directions along which efforts for the 
practical application of psychotherapy could and should be made. 
The psychoanalytic investigations, notably those of Freud and 
Schilder * have given us an insight into the theoretical aspects of 
the problem. For the individual workers in this field, however, it 
is of the greatest importance to study, in the light of critical 
analysis, the various points of view and determine their relation- 
ships. A working method constructed on such a basis is worthy 
of a practical test and in our case the results obtained seem to 
justify its further application.* 
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CLINICAL FINDINGS IN “RECOVERED” CASES OF 
SCHIZOPHRENIA.* 


By NOLAN D. C. LEWIS, M. D., ann ELSIE BLANCHARD, M.D., 
Saint Elisabeths Hospital, Washington, D. C. 


For many years it has been known among psychiatrists that 
certain cases of mental disorders characterized by schizophrenic 
components tend to recover spontaneously or with very little treat- 
ment additional to that afforded by ordinary hospitalization meth- 
ods. This particular phenomenon is one of the reasons why the 
results of organized or systematic psychotherapy in precox or 
schizophrenic patients is very difficult to evaluate, but perhaps it is 
no more problematic than certain situations in which the scien- 
tifically minded internist finds himself, when he is unable to 
determine whether his carefully compounded medication was the 
main factor in the improvement or recovery of his patient, or 
whether the rest in bed, carefully selected diet, comparative free- 
dom from worry, relief from work and responsibility were not 
after all the principal healing elements in the restitution. 

The present paper is based on the findings in 100 cases of 
schizophrenia which were discharged as recovered, at least from the 
principal symptoms and expressions of their psychosis, during 
the period of time from October, 1928, to April, 1931. It so 
happened that 96 per cent of the cases were males and only four 
were females, so the investigation is concerned almost wholly 
with the male sex. 

These patients had not been afforded psychotherapy, other than 
the occasional opportunity to ventilate their difficulties in a spon- 
taneous fashion. They were, of course, given the best institutional 
attention available with hydrotherapy, ergotherapy, personal pro- 
tection and well regulated régime. 

The history and course of their disorder has been approached 
from several angles, but particular attention was paid to the early 
family situation, the prepsychotic temperament and adjustments, 


*Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, Toronto, June 1-5, 1931. 
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supposed exciting causes, the outstanding symptom expressions, 
with the changes in the picture, and to the nature of the residuals 
at the time of discharge, with the hope that some information could 
be gained, of a nature that might be utilizable in a prognostic 
way. Before considering the more special and more important 
features we wish to present some general information about this 
group of schizophrenics. 


I. GENERAL INFORMATION. 


1. Social Condition —Fighty-four were single (although only 
18 of them were in the second decade of life) ; 12 were married 
and only four had been divorced. 

2. Heredity —The usual difficulty in obtaining reliable family 
histories was encountered and the results are given for what 
they are usually worth. 


Instances. 
(a) Posttwe: Grandparents psychotic 2 


Other relatives psychotic............... Il 

Other relatives epileptic................ 3 

Cases 

(b) Negative (except for minor disorders)............ 68 
(c) Unreliable (known) 4 
(d) Unobtainable ...... 2 
3. Formal Education.— 
Per cent. 

College graduates or students..... ; Soe 
High school students. 33 
public school... 22 
Fourth grade (or above) school... 39 
Less than fourth grade school. 2 


In six instances the patient had been subnormal in school, that 
is, had taken a long time to reach his final level. 


\ 

| 


at 


1931 | NOLAN D. C. LEWIS AND ELSIE BLANCHARD 483 


4. Number of Hospitalizations.— 

(a) Seventy-six patients had had no previous hospitalizations, 
but in many instances there were histories suggestive of schizo- 
phrenic episodes in some degree. 

(b) Ten patients had had one previous hospitalization. 

(c) Fourteen patients had been hospitalized more than once 
or several times. 

Age on First Admission to a Hospital.— 
22 patients were in the second decade of life. 
66 patients were in the third decade. 


10 patients were in the fourth decade. 
patient was in the fifth decade and one in the sixth decade. 


6. Age on Last or Present Admission to a Hospital._— 


17 patients were in the second decade of life. 
69 patients were in the third decade. 

12 patients were in the fourth decade. 
patient was in the fifth decade. 

patient was in the sixth decade. 


7. Duration of Last or Present Psychosis—The duration in 
80 patients was less than one year, in 14 about one year and in six 
approximately two years. Therefore, in no case was the duration 
more than two years. 

8. Physical and Laboratory Findings.—All physical and labora- 
tory examinations were negative in 49 patients. Among the re- 
maining 51 patients the following physical disorders were noted: 


Instances. 
Hyperthyroidism (Basedow’s) 2 
Syphilis (positive blood serology).............2..0.04- I 


Mild nervous system 15 
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II. SPECIAL INFORMATION ON THE PERSONALITY CHARACTERISTICS, 


1. Prepsychotic Adjustinents.— 

(a) Temperament: The early history of 36 of these patients 
revealed what one must interpret as the cyclothymic temperament 
with extroverted tendencies in the foreground. They were said 
to have been cheerful, optimistic, agreeable, energetic, flexible, 
adjustable and affectionate with gregarious tendencies. They were 
popular, often sport leaders, good mixers and made many friends 
including women. They were said to have been satisfied with life 
and not given to day dreaming, but often subject to shifting moods, 
with depression features. 

On the other hand the prepsychotic personal history of 64 
showed a typical schizothymic temperament or the tendencies of 
introversion. As a group they were sensitive, nervous, self- 
conscious, moody, timid in society, particularly of girls, poor 
mixers, often idealistic and with “ shut-in” attitudes, and lack 
of energy. Also some were severe, cold, indolent, fault-finding, 
out of humor, difficult to discipline, tense, selfish, easily offended, 
revengeful, cross-headed and mean. In general these schizothyms 
could be separated into the hyperzsthetic reaction type of which 
there were 50 instances and the anesthetic type, comprising 14 
instances, the former being characterized by tender, sensitive, 
nervous “ shut-in,” idealistic attitudes with evidence of great at- 
tachment to the mother, self-conscious feelings and depressive 
moods, in some contrast to the latter (anesthetic type) with its 
tendencies to taciturnity, cool egotistical attitudes, and often odd, 
eccentric or indolent behavior, sometimes accompanied by stubborn, 
mean dispositions (the cold schizothym of Kretschmer). 

(b) Economic adjustment: The type of temperament above 
described did not seem to be particularly correlated with the 
degree or variety of economic adjustment, 7. c., the type of working 
adjustment in general as interpreted did not seem to depend upon 
a particular personality constitution. 

Twenty-six of the patients were reported as having made an 
efficient economic adjustment before the onset of the actual psy- 
chosis. In 40 it had been notably poor and inadequate, while in 
24 it had been irregular, often with comparatively frequent job 
changes, but at times satisfactory for definite periods. 
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(c) Adjustment in military service: Of the 95 males in the 
group, 88 had been in military service (53 had been in the Navy, 
Marine Corps, or Coast Guard Service and 35 in the Army). Of 
the 53 patients in the Naval service group, 18 had given an 
extended, efficient and satisfactory service, eight had been irregular 
in their efficiency, with periods of difficulty and, discontent, while 
27 had been unsatisfactory and completely out of place. Many 
had joined the Navy to escape from various environmental and 
intrapsychic conflicts. 

Of the 35 Army cases only six had given satisfactory service 
and had been well contented in the Army situation. Four had 
been irregular in their adjustment having given some good service 
and 25 had done very poorly indeed, several having become psy- 
chotic within a very few months after enlistment, the situation 
demanding too great a flexibility for rigid personalities. [Table 
1 shows the distribution of difficulties according to personality 


types. | 


LABLE 1. 
CoMPARATIVE MILITARY ADJUSTMENTS ACCORDING TO PERSONALITY TYPE. 
Hyperesthetic Anesthetic 
Adjustment. Navy. Army. Navy. Army. Navy. Army. Total. 
Efficient and satis- 
9 3 8 I I 2 24 
Poor and inade- 
7 9 14 13 6 3 52 
Irregular and peri- 
odically satisfac- 
4 I 4 3 12 
cto: 20 13 26 17 7 5 88 


(d) Early family situations: Of the 100 patients 27 had been 
surrounded by a pleasant, satisfactory home environment, free 
from undue conflict (16 cyclothyms, 11 hyperzsthetic schizothyms) 
and parental difficulties; in 25 the home situation had been un- 
satisfactory and complicated by dissatisfied, misadjusted parents 
(nine cyclothyms, 11 hyperzsthetic schizothyms and five anesthetic 
schizothyms) with divorces, quarrels and unhappy surroundings 
in general ; in 32 cases (four cyclothyms, 21 hyperzsthetic schizo- 
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thyms and seven anesthetic schizothyms) there had been other 
unhappy situations at home, such as alcoholic, sadistic fathers, 
deaths of relatives where there had been strong emotional cathexis, 
fear situations, etc., and three (one of each personality type) had 
been reared in an orphanage. 

(e) Arrests and misdemeanors. Excessive alcoholism: Ac- 
cording to the records obtained the following important instances 
of misconduct usually with arrest and other complications were 
distributed through 63 cases; as 37 cases were negative from this 
standpoint. 


Instances. 
Excessive alcoholism 


(f) Sexual adjustments: A tendency to be evasive and re- 
luctant toward relating the facts of the sex life were outstanding 
characteristics of the group. As a general rule there were notable 
difficulties in developing or making adjustments in connection 
with an object love. There were many difficulties in the hetero- 
sexual relationships, with the associated tendency to make con- 
versions, substitutions and regressions to other erotic activities. 

Prolonged masturbation as such, with about half of the patients 
admitting active conflict over the situation was admitted by 68 of 
the group. Overt homosexual tendencies were present in 17 patients 
with five admitting active roles, and five passive roles only. Incest 
with siblings occurred in three patients, bestiality (mare) in one, 
and one was an exhibitionist. 

Several denied ever having had heterosexual relationships; 15 
told of infrequent relationships with prostitutes, and 23 with other 
women, while only eight had indulged frequently with prostitutes 
and 10 frequently with other women. In the 56 patients who have 
given a history of having had experiences with the opposite sex, the 
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first experience occurred at ages ranging from 9 to 21 years with 
the majority at the 14-year level. 


Cases 


Of these 56 patients 31 had contracted gonorrhea, five chancroid, 
and nine had acquired a syphilitic infection during their sexual 
activities. 

The future precox or schizophrenic subject apparently does not 
do well with sexual matters. Common among the men were 
such remarks and attitudes as “ No sex without marriage ” 


“ Breaking on the sexual rocks”... . “ strong desires ” 
“Care nothing for sex relations”. . es nsatisfactory ” 
Embarrassment over sex and of 


eases,” etc., while only one or two par compensatory boastful- 
ness of sexual prowess. Delayed puberty was common, and all 
five of the females had trouble with their menstruation, broke 
marriage engagements, and made poor adjustments to their mates. 

2. Supposed Exciting Causes—The supposed exciting causes 
of the psychoses as here recorded are as given by the patient or 
the patient’s relatives. The following classified list of “ Causes ” 
is arranged according to the rough personality grouping scheme 
followed throughout : 

Among these supposed causes of the mental disease there were 
some alleged combinations of the above mentioned elements, but 
overwork, alcoholism (often effect or result rather than cause), 
deaths in the family and physical disorders including heat stroke 
and operations were heavily stressed. Worry over loss of potency, 
feelings of inadequacy for work, social or sexual activities, con- 
flict over masturbation and contracted venereal disease were quite 
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Hyperesthetic Anesthetic 


Cause.” Cyclothyms.  schizothyms. schizothyms. Totals. 
Overwork; dissatisfaction in ser- 
Venereal disease; sex difficulties. 5 7 2 14 
3 3 I ~ 
Death; in family situation reac- 
Physical disorders ............ 6 7 I 14 
om head... 3 3 I 
Religious conflict .............. I 2 0 3 
Sudden, unexpected onset....... 3 2 ) 5 
We imformation I I 2 
outstanding complaints. Among the Naval men, heat stroke was 
frequently emphasized. The sudden unexpected onsets were usu- 
ally acute homosexual panics. “Always in trouble and unhappy ” 
was an oft encountered statement in many settings. 
3. Outstanding Mental Symptoms.— : | 
H.* Total. 

Depersonalization (space-difficulties) .............. 13. I2 31 

Excitement (homosexual panics)..............00.. 15 3 13 31 } 
Magic—archaic expression—mind influences, etc.... 13 7 10 30 
7 2 16 25 

27 9 33 69 

9 I 9 19 ) 

Somatic delusions (hypochondriasis)............... 21 9 22 52 
Regression to early infantile behavior............... 3 2 2 7 

Paranoid CevelOpments i8 9 20 47 

* E = extraverts. A = anesthetic introverts. H hyperesthetic introverts. 
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III. Procress oF THE Psycnosis. 


1. Changes in the Picture.— 


Total 
E. A. H. cases. 
Very gradual improvement. 17 22 40 
Irregular improvement with fluctuations or temporary 


Of these patients one recovered very promptly after his psy- 
chosis reached its climax in a suicidal attempt, and another re- 
covered after a series of convulsions of some sort. 

2. Insight.— 


Total 
E. A. H. cases. 


3. Rationalized Reasons Given for Recovery.—It was thought 
to be of some interest to submit some of the reasons given by 
these patients for their own recovery from a psychosis. 

In 65 of the histories no such statements were found or clearly 
defined but in the other 35 (14 of whom were said to be extra- 
verted and 21 introverted in their prepsychotic activities) there 
occurred the following expressions : 


Extraverts. Introverts. Total. 
“Snapped out” spontaneously................ gs 3 8 
Favorable hospital environment............... 4 9 13 
Gaining of insight into trouble................ 2 7 9 
Hydrotherapy and ergotherapy................ 2 2 4 
Personal interest of their families............. I (6) I 
14 21 


4. Length of Time Since Discharged from the Hospital—At 
the present time 17 of these patients have been discharged for less 
than six months, 41 have been out for between six months and 
one year (one of these was returned because of a relapse), 23 
have been discharged for one year or more, 14 for two years and 
five for a three-year period. 
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5. Extramural Distribution—As these patients were discharged 
to go to various parts of the United States the type of adjustment 
made in the extramural environment was very difficult to learn, 
and, in fact, the exact situation into which they were to place 
themselves was unknown in many instances. Eighty-seven of the 
patients were discharged to go home to their parents or other 
relatives who were usually located on a farm or engaged in rural 
activities. Twelve others are reported as doing well at their former 
jobs, and one is in prison to which he was returned after recovery 
trom the psychosis. 


IV. CONCLUSIONS. 


1. In 41 per cent of the cases there was a reliable family history 
of mental disorder sufficiently serious to be of some importance 
in evaluating hereditary factors. 

2. Only 26 per cent of the patients had made a satisfactory 
economic prepsychotic adjustment, and only 27 per cent of the 
88 men in the military service had given good efficient service. 
Many of these had obviously joined the service as a possible 
escape from their personal difficulties, and thus were easily broken 
under the discipline common to such situations. Seventy-three 
per cent of the patients had spent their early periods of develop- 
ment in stressful families, among misadjusted parents and in 
unhappy surroundings in general, which high percentage must have 
some significance in evaluating the contributory elements in schizo- 
phrenic states. Adjustments in the sexual life were notably poor, 
and the love life was either not developed at all or inadequately 
directed in its objective attachments. There were numerous diff- 
culties in the heterosexual relationships with the tendency to sub- 
stitute with other erotic activities. 

3. Such mental symptoms as are usually considered to be of 
more malignant import such as hypochondriasis occurred in 52 
per cent of the cases, odd, bizarre mannerisms in 35 per cent, 
excessive autistic thinking in 43 per cent, paranoid elaborations in 
47 per cent, and auditory hallucinations in as high as 69 per cent 
while more benign affective expressions such as active depression 
was seen in 27 per cent, grandiosity in 21 per cent and fugacity 
of ideas in only 12 per cent, with the originally ‘ extraverted ” 
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personalities predominating in the latter reactions. Confusion was 
present in 45 per cent of the cases. It is fairly certain that most 
of the difficulties were re-repressed or underwent something of 
what might be called a psychic phagocytosis in the hospital environ- 
ment with its physical therapeutic help, its protective attitude and 
with the general help of understanding physicians, and this intra- 
mural adjustment of the difficulties occurred in 8o per cent of the 
group in less than one year after hospitalization which fact is 
probably of some importance in terms of delaying the prognosis in 
all cases of acute schizophrenia regardless of the combination of 
so-called malignant and benign symptoms. 

4. The ability to reestablish the emotional cathexes and interests 
in the environment is undoubtedly impaired in practically all per- 
sons who have suffered from such severe schizophrenic reactions 
as those represented by this group. When this is not obvious at 
the time of discharge it is usually revealed by some impairment 
in the practical ability as demonstrated by the economic or other 
behavior of the patient after he has been for a time in the com- 
munity. This so-called deterioration or scarring, or emotional 
deviation, as we chose to call it, perhaps is the surface expression 
of a re-integration of the recently disintegrated personality on a 
level which from a higher psychic standpoint should protect the 
individual from again making the old emotional investments, but 
the ever increasing environmental complications, with their stresses 
and competitions are liable again to cause either a repetition of 
the original conflict, or by constant pressure cause a progressive 
atrophy of the remaining possibilities. So undoubtedly many of 
our cases will eventually return to a hospital. Often the schizo- 
phrenic patient in his attempt to “ come back ” gives the impression 
that he in some way knows that he is unable to quite make the 
grade, and it is quite outstanding how many of them seem to 
want to return to home and mother. 

5. Neither the schizophrenic nor any other mental reaction for 
that matter can be understood excepting by means of a longi- 
tudinal study of its entire history and setting, for no individual's 
experience is completely identical with another’s as his constitu- 
tional qualities and the fortuitous events are such as to, so far, 
defy standardization. Every person’s attitude toward life and his 
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behavior are largely determined by his own experiences, in which 
respect he differs radically from all other living creatures, in that 
when psychobiologically successful his acquired knowledge can 
control certain physiological dispositions which in other animals 
regulate behavior at a lower and for them successful level. 

Some of the things that we have said are of course obvious, 
but as some one has remarked “we may not be deterred from 
stating the obvious when it is precisely the obvious that needs 
saying.” * 


* The discussion of this paper and those of Drs. Malamud and Miller, and 
Dr. Zilboorg begins on page 513, infra. 
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THE DEEPER LAYERS OF SCHIZOPHRENIC 
PSYCHOSES.* 


By GREGORY ZILBOORG, M. D., 
Bloomingdale Hospital, White Plains, New York. 


The past decade witnessed the traditional classificatory views in 
psychiatry undergoing considerable although imperceptible modi- 
fications. Although we still find it necessary to pigeon-hole various 
psychoses according to a definite scale and for purposes of sta- 
tistical clarity, we are now becoming more and more aware that a 
given mental illness is not an immutable clinical entity like typhoid 
fever, but an outgrowth, a complex result of many complex psy- 
chological reactions ; these reactions may be repetitive in nature ; 
they may be cumulative in their effect ; they may produce a variety 
of constellations the true nature of which might be revealed only 
through the study of the deeper (unconscious) dynamic layers of 
the given psychic apparatus. That is why present-day psychiatry 
finds itself actually if not admittedly faced with the problem of 
accounting for the so-called transitional forms of psychopatho- 
logical reactions, the so-called border-line cases. We therefore 
hear now more frequently of “ incipient schizophrenias,” “ schizoid 
“ schizophrenics in manic phases,” and “ psychoneuroses 


maniacs,’ 
with affective episodes,” etc. 


‘ 


Yet when we designate a given condition as “ mixed manic,” 
we hardly do more than state that the clinical picture presents a 
mixture of certain affective states. As far as description of ob- 
served external clinical facts is concerned, such designations are 
good labels that have stood well the test of time, but from the 
standpoint of throwing some light on the deeper nature of the 
given mental condition, they are but tautological statements. Evi- 


dently a new set of dynamic concepts must be clinically tested in 


* Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, Toronto, June 1-5, 1931. 
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order to obtain some additional knowledge and thus gain a step or 
two over the older, purely phenomenological formal psychiatry, 
This naturally cannot be achieved with any degree of success or 
scientific conviction by the theoretical psychologist or by the classi- 
ficatory psychiatrist. Only the clinician actively engaged in the 
therapy of psychoses may hope to be able to catch a glimpse into 
the psychiatric unknown. These somewhat lengthy preliminary 
remarks are made for the purpose of emphasizing the fact that 
the considerations which follow are based on no traditional, pre- 
conceived views; neither the purely phenomenological psychiatric, 
nor the traditional psychoanalytic attitude towards psychoses jis 
here followed blindly. The clinical therapeutic path is taken 
instead. Some aspects of schizophrenia are considered, aspects 
as they have revealed themselves in the course of some years of 
therapeutic work. The first thing to bear in mind in this con- 
nection is that no neurosis and no psychosis, acute or chronic, 
particularly no schizophrenic psychosis presents anything. static, 
psychologically fixed and clinically crystallized. On the contrary 
a psychosis is an extremely fluid, mobile affair of striking continuity 
and developmental growth. A psychosis has an intimate, no matter 
how well-hidden, unconscious history which begins invisibly in 
the remote past, continues through a more dramatic period (psy- 
chosis proper), and resolves itself just as imperceptibly but with a 
definite psychological continuity either into a so-called recovery 
(temporary) or into the state commonly called deterioration. As 
one of the many interesting examples one may cite 

a girl of 21 whose psychosis developed very gradually and without apparent 
cause. She had always been very imaginative and given to day dreams. It 
was said that up to the age of 16 she would be cheerful and light-hearted at 
times but also given to brooding. At the age of 16 she appeared very happy 
and enjoyed a year of social popularity; however, she gradually began to 
express a sense of insecurity and to complain that people thought her different 
and queer; she soon developed some indefinite but uncomfortable feelings in 
her abdomen and an appendectomy was performed without tangible relief. 
She dragged on—uncomfortable, disinterested, abstracted—for over two 
years when a severe illness of her mother appeared to release in the patient 
a strong antagonism towards her which persisted throughout her psychosis. 
She became slovenly, unmanageable, and irresponsible and was hospitalized. 
Her chief trend at that time was rather dramatic; she insisted that there 
was a plot against her, her mother being the ringleader, and the physicians 
the chief accomplices; she thought she was to be put into a machine and 
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a sexual operation was to be performed on her. She was unable to explain 
the exact nature of the operation, but she insisted that the chief purpose 
of the procedure was to “unsex” her. Her mind was being influenced 
telepathically for the same purpose, and she was totally uncooperative. 

Our attention being mainly concerned with the psychodynamic features of 
the case, a number of details are naturally omitted. 

The patient continued without much change for months; she became gradu- 
ally even less cooperative and manageable than at first, and would spend most 
of her free time masturbating. Soon after her admission to the hospital she 
expressed the belief that she had been there before, that she had seen the 
other patients years before, that she was going through a second reincarnation, 
and that Christ had returned to go back to heaven with her family and to 
leave her alone on earth. She was “tantalizing” herself in some way, and 
while she would mention the “machine” frequently, she would say at the 
same time: ‘‘ There is no machine of whatever strength and caliber that can 
have any effect on my mind, and I assure you, you are getting into deep 
waters.” Also: “I feel I’ve been put in a machine which paralyzed my mind; 
Mother takes me home to have a child; was killed off and soul sent back to 
hospital. Have been tortured and am afraid to go to underground place.” 

The patient began to show signs of anxiety and soon became assaultive, 
resistive, and then began to regurgitate her food. She was tube-fed. Her trend 
in the meantime underwent further elaboration. She was pregnant, she was 
going to have a baby; conception occurred in some mysterious manner, but 
she soon added a detail: she was pregnant by her father; in fact in a short 
time became her father’s wife while still remaining his daughter; she was 
going to give birth to her own father; she became her mother’s mother. 

The patient appeared to have become fixed on this series of ideas connecting 
them in some manner with the “machine” and her being “unsexed.” She 
considered herself married to Harry Thaw and to Thor. When asked for an 
explanation of this union, the patient asked sarcastically whether the doctor 
knew what cruelty was. 


‘ 


This case is cited here primarily in order to bring out the fact 
that her trend, that is, the dynamic forces of her psychosis, did 
not appear at once, and that it took many months before it became 
more or less systematized around the motive of childbirth through 
incest. As the trend was developing, so was the clinical picture 
and at the risk of overemphasizing the obvious, I should like to 
state that a careful study of a patient’s trend day by day would 
always reveal not only a definite continuity of development, but 
would also bring about the conviction that no matter what the 
formal picture, it is the degree of fluidity of the patient’s trend, 
its mobility, that determines our hopes for a successful therapeutic 
influence. In other words a psychosis, no matter how well defined 
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clinically, is a psychological process in which intensities and the 
degrees of fixity vary considerably and constantly until a sort of 
relative psychological immobility is reached and the patient becomes 
fixed at a psychotic level from which it is well nigh impossible to 
remove him. 

The old dictum—once a schizophrenic always a schizophrenic— 
is unjustified, as is unjustified the belief that a schizophrenia begins 
as a schizophrenia. We shall have the opportunity to return to this 
point later. We shall state here only in passing that even such 
symptoms as auditory hallucinations (non-organic in origin) have 
their own history of development. Although they are considered 
pathognomic of schizophrenia and although we occasionally hesi- 
tate to make a diagnosis of dementia przecox because hallucina- 
tions are absent, we must bear in mind that in actuality hallucina- 
tions are more signs of the terminal than of the initial process. 
The patient must have gone through a prolonged struggle of 
reality-testing and reality-rejection before he “ decides ” to embark 
on the hallucinatory road. “ Hallucinations cannot be amongst 
the initial (or even early—G. Z.) symptoms of the affection; they 
become possible only when the patient’s ego is so far disintegrated 
that the testing of reality no longer stands in the way of it.” * 

To return to our patient. We shall recall that at the age of 16 
she had definite abdominal discomfort and that she was operated 
upon and that the symptoms were not removed by surgery. We 
shall note therefore for the purpose of further consideration that 
the patient apparently developed some conversion, that is, hysterical 
symptoms about two to three years before the more malignant 
features of her illness became evident. One is justified in assuming 
temporarily that the patient struggled against her final break with 
reality by means of a neurosis and that only the failure of the 
latter drove her into a psychotic path. Yet it remains incompre- 
hensible why she was unable to solve her problem, why she indulged 
in rich sexual day-dreaming and showed outwardly very little. 
One is rather at a loss to discover any definite force that would 
make the behavior of the girl psychologically understandable. A 
clue to the riddle may be found in an occurrence which became 
known through a detailed anamnesis. 


* Freud's Collected Papers, Vol. IV, p. 150 
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When the patient was about four or five years old, she was 
observed manipulating her genitalia, quite a usual finding among 
children of this age. The well-meaning but frightfully erring 
family doctor advised regular punishment (slapping of the hands 
and spanking) and constant restraint. The little girl’s hands and 
arms were duly tied throughout the night. Even in the day time 
her mother would keep the child’s hands tied and take her out for 
a walk in the street in this improvised state of being handcuffed. 
Her mother also shamed her (even in the presence of others) and 
threatened to “ put red pepper in a certain place.” If the girl 
denied masturbating, she was punished for lying. She would 
finally admit to having masturbated when she really had not. 
Since punishment had to be administered as a matter of routine 
medical prescription, the child was kept in a constant state of 
anxiety. She was not permitted to play with others, and as the 
patient stated later, she had to use her imagination to supply herself 
with playmates. It was at this time, according to the patient, that 
she began to day-dream, imagine people around, talk to them, talk 
to her dolls, and imagine their talking to her. Some years later 
she had a “peculiar feeling” in her “lower abdomen” and 
wondered if a change had occurred in her that would prevent her 
from having a child. She would at times labor under the feeling 
that “ something terrible would happen, that she would be pun- 
ished for something ’—she knew not what. 

While the story of this girl might appear quite extraordinary, 
it is instructive by its very exceptional nature although the 
practising analyst finds such or similar treatment of children less 
unusual than it appears: as one goes deeper and deeper into the 
intimate details of patients’ lives, one finds all too frequently 
stories of unusual restrictions and very unreasonable and cruel 
frustrations. Needless to say, all these are meted out with the 
best of intentions and almost tragic naiveté.* 


* There is no doubt, however, that they are prompted by the parents’ un- 
conscious antagonism toward their children. The motivations of this antago- 
nism are very complex, and have been reviewed by the writer in his papers: 
(1) Depressive Reactions Related to Parenthood (Am. Journal of Psychiatry, 
May, 1931); (2) Sidelights on Parent-Child Antagonism (Orthopsychiatric 
Journal, January, 1932). 
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In the light of the above we might gain some understanding of 
the patient’s frequent references to the “machine,” to being 
“ unsexed,” to “ tantalizing”’ herself and to cruelty in general as 
hinted in her reference to Harry Thaw and to Thor. We must 
remember that punishment for things which parents consider as 
misdeeds has a multiple effect: the frustration created by the 
punishment stimulates antagonism and increases the instinctual 
urge which thus becomes combined with defiance and spite. The 
frustration also develops into a lasting influence because the child 
gradually learns that certain things are punished and therefore it 
not only learns to restrain itself to some extent (to avoid pain) 
but it also takes over the parental attitude and soon begins to treat 
its wishes and urges with the same cruelty as the parents treated 
the misdeeds. This psychological process is called introjection; 
that is to say, the child incorporates into its own psychic apparatus 
the parental attitude (super-ego) and then proceeds to inhibit 
itself, that is punish itself even before acting. Given an especially 
strong frustration (punishment) at an especially dangerous period 
of the child’s life, the world, in so far as it is a stimulant of our 
impulses, becomes the source of great danger and the young indi- 
vidual flees away from the world of reality into a world of 
autistic life. It is not yet quite clear, however, how the various 
psychic forces arrange themselves in the particular constellation 
called schizophrenia. To answer this question adequately a much 
deeper and more detailed study than the one made of this patient 
would have been necessary. Suffice it to say that the sum total 
of our instinctual life governed as it is by definite biological laws 
reaches its maximal deviation whenever and wherever these laws 
are too grossly violated. Under the influence of rearing and edu- 
cation, under the influence of civilization as a whole, our instinctual 
strivings undergo a number of modifications. “In a general way 
the essential feature in the vicissitudes undergone by these in- 
stinctual drives is their subjection to the influence of three great 
polarities that govern mental life. Of these three polarities we 
might describe that of activity-passivity as the biological, that of 
ego-external world as the real, and finally that of pleasure-pain as 
the economic respectively.” * A proper balance between the ex- 


* Freud's Collected Papers, Vol. IV, p. 83 
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tremes of each of these polarities constitutes a hypothetical psychic 
equilibrium which is supposed to be characteristic of the so-called 
normal individual. On the other hand an extreme accentuation of 
each of these polarities would produce a sort of a block, the escape- 
ment from which would produce the picture of schizophrenia. 
What was the status of our patient with regard to the various 
forces subjected to these polarities? At the very awakening of her 
sexuality her hands were literally tied. This severe frustration 
was complicated by active physical punishment; hence she was 
thrown into great passivity ; on the other hand the very complete- 
ness of frustration dammed up an enormous mass of instinctual 
energy which produced or activated her hostile impulses to the 
utmost degree. The stronger these impulses, the greater was the 
perception of frustration which served to accentuate her passivity. 
Only in a psychotic setting was she able to let her impulses break 
through ; hence her extreme assaultiveness, resistiveness, and open 
masturbation. As to the polarity, ego-external world, it has already 
been pointed out above that the patient was thrown into a state of 
actual and psychic isolation which turned her to a world of autistic 
existence; she had no playmates, she became shy, timid, with- 
drawn, insecure, and had to fall back on her own self; she talked 
to her dolls, she phantasied what she was unable to obtain in 
reality, and remained a silent little individual, hating the real little 
world around her, and therefore facing reality with hatred and 
suspicion ; hence she regressed to and remained fixed on the auto- 
erotic, narcissistic level from which she was unable or was afraid 
to budge. It will be noted that most of the frustrations to which 
the patient was subjected occurred around the age of five; that is, 
at a time when she was just entering the latency period which 
period, according to Freud, represents the time between the maxi- 
mal development of the QU&dipus complex with its temporary 
passing and puberty. It is throughout the duration of this time 
that the patient was thrown into a mould of strict, forbidding 
social prohibitions; hence she entered puberty totally inhibited 
and unable to meet her reawakened genital impulses. The result 
of it all was again a blocking, a shutting out of the external world 
and a return to the narcissistic stage. As to the pleasure-pain 
polarity, the patient’s peculiar history is of particular importance. 
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She was compelled all too early to face a strong forbidding con. 
science which coming as it did from the parental severity, pre. 
served a very tenacious alliance with the latter. To put it in more 
technical language, her super-ego objected with all its primitive 
power to any sexual expression. It stood in the patient’s psychic 
apparatus like a most inexorable judge and demanded frustration 
(pain) as the only condition for its satisfaction. In other words 
side by side with the patient’s hostile impulses directed against 
the outside world, there developed in the patient a maximal need 
for punishment as the condition of some sort of psychic peace, 
This relentlessness of her conscience produced a masochistic drive 
in the patient. Only in the light of this general construction can 
one understand her reference to Harry Thaw and Thor. She 
needed someone to be cruel to her. Her reference to being “ un- 
sexed” becomes clear now. By means of this phantasy she was 
accusing others (the whole world) and her mother of things of 
which she accused originally only her mother. By means of the 
same phantasy she was able to justify her hostility against the 
world and by means of the same phantasy she gratified the sadistic 
demands of her own super-ego which demanded the destruction of 
her sexual feelings and expression, as her parents demanded it 
from her when she was four or five. If in addition we take into 
consideration the fact already referred to above that her reality- 
testing power was extremely weakened, we shall naturally assume 
that her only way out was autism and projection, a combination 
of mental mechanisms typical of schizophrenia. 

So much for the general, purely bird’s-eye view into the more 
intimate relationship between the various psycho-biological forces 
which are operative in schizophrenias. 

One may add by way of repetition that the mechanisms which 
were sketched above are invariably found in all cases of schizo- 
phrenia, and also that the clinical studies of the writer seem to cor- 
roborate more and more poignantly the impression that schizo- 
phrenias are gradual outgrowths of a series of reactions which 
at first are not entirely schizophrenic in nature. A special clinical 
study devoted to this aspect of the problem will be reported else- 
where. Here we shall limit ourselves to the statement that in the 
greatest majority of cases studied, one can almost invariably find 
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a succession of mental reactions the first of which is hysterical in 
nature. In some cases this can be observed quite easily. 

Thus a woman of 43 who presented a definite schizophrenic picture with 
jdeas of reference, delusions of persecution, auditory hallucinations, etc., had 
been objectively sick for almost 19 years before the schizophrenic picture 
developed fully. She started with a series of conversion symptoms between 
the ages of 25 and 27, later went through a characteristic phase of compulsive 
neurotic reactions, and only the terminal reaction was that of paranoid 
schizophrenia. 

However, this succession of clinical reactions rarely appears so 
close to the surface. The greatest majority of individuals brings 
to us the picture of more or less frank schizophrenias and only by 
means of a thorough-going analysis does one succeed in uncovering 
the succession of clinical reactions mentioned above. The im- 
portance of this psychodynamic phenomenon cannot be under- 
estimated, for a psychoanalytic investigation of it not only throws 
quite a definite light on the pathogenesis of schizophrenia, but 
what is more important, it yields the most promising therapeutic 
results. The case cited below will give point to the contention as 
well as to some of the general considerations outlined above in 
connection with the first case. 


II. 


This case was briefly reported some time ago.* It will be 
recalled that we dealt there with 


a girl who was 34 years old when she began her psychoanalysis. She pre- 
sented then a definite schizophrenic psychosis (paranoid type) which had 
been of some 10 to 12 years’ standing, although officially her illness began 
about four years before the analysis was begun. She had at one time acute 
hallucinatory experiences, went through some states of exaltation and then 
gradually settled in a world of her own, a world that was populated with ideas 
of reference and a number of other delusionary formations which are char- 
acteristic of schizophrenias. Moreover, she appeared coldly calm and serene 
in her characteristic, withdrawn, abstracted manner. Her emotional reactions 
were definitely blunt; from this standpoint she appeared nothing more than 
a cold, rather forebearing intellect, devoid of feeling and almost impenetrable 
as to affect; an oblique and knowing, but cold smile seemed to cover her con- 
cealed or hopelessly buried feelings. The world she lived in was rather narrow 


* Affective Reintegration of Schizophrenias (Archives of Neurology and 
Psychiatry, September, 1930). 
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and definitely circumscribed. The doctors, the nurses, the various hospital 
visitors whether her acquaintances or not, even the billiard balls and the 
numbers on the automobile plates were all united in one effort now to guide 
her in some mysterious fashion and then to work against her. Everything had 
its esoteric meaning revealed to her in some manner known only to her. 

The first period of her analysis (about a year) was devoted to 
the testing of reality. That is to say, the patient’s associations, 
dreams, memories, or any other statements were carefully analyzed 
from the standpoint of what was actual or not. The analyst was 
quite passive ; at no time during the whole analysis was any tech- 
nical language used and at no time was the analytical theory 
explained to the patient. It must be borne in mind that the use of 
technical language or the imparting of any theoretical premises 
to a schizophrenic patient is rather dangerous and absolutely 
useless. It is useless because the schizophrenic is a master of cold 
abstract thinking and the more theory you impart to a schizo- 
phrenic, the more abstract material you furnish him for his unreal 
system of thought. It is dangerous, because the most characteristic 
trait of a schizophrenic is that words by themselves and not the 
realities which these words designate are of value. ‘his is what 
Freud meant when he said that the schizophrenic libidinizes words 
and not things or objects; hence to use technical language and 
theories in an analysis of a schizophrenic, means to furnish the 
patient with new formule, new words on which he can anchor his 
interest (which he libidinizes) to the detriment of his possible 
interest in reality. That is the reason why even the term “ free 
association ’ was not used; the patient was not even asked “‘ What 
are you thinking now?” Instead she was asked to state “ what 
was passing through her head” at this or that moment. It was 
therefore of particular interest to notice how the patient mastered 
emotionally and intellectually the whole complexity of her mental 
reactions and how she described in detail, some two years after 
her analysis was completed, a number of her reactions. We shall 
gain a deeper insight if we let the patient speak for herself; she 
reviewed some of her experiences in the following manner : 

.... how deeply I feel now when I think of all the thoughts in my mind 
that were jammed down within me! How crushed into oblivion my true per- 
sonality was! Every thought I thought, every word I spoke, every emotion 
I was moved by, had first to be passed by the boards of censors in me, who 
instead of really allowing it to come to my mind, was just watching at the 
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highest tension to see if possibly what I wanted to express would be accepted 
or not. J never had a spontaneous thought. I think, if my teacher whom I had 
in the third grade were to be asked about me, she would say that most of 
the time I was way off in dreamland. Were she to say that my mind was a 
blank, she would be right. / dared not to look at my own thoughts. I remem- 
ber with some pleasure that my handwriting was the best in the class. I loved 
to write. I loved my copy books, for that one thing I was certain of, I now 
believe; I could not go wrong copying. I love to draw now. I can copy with 
great ease for instance the drawings of great artists. To draw in my own 
individual way means to express myself. To express myself means to have 
a child of my own—my very own expression, not compatible to anyone else’s 
expression. How much power had the original deprivation of my desire to 
express myself by havirg complete intercourse—conception with my father? 
It seems to me now to have been appalling. I was stunned by an unfathomable 
tragedy. Starved for something I knew not of md therefore I would not 
mingle or have much of anything to do with feople. My early pleasure, 
although I am not certain it was because of the p'easure or because of the 
terror instilled in me as to its consequences, was masturbation. My thoughts 
centered on the fascination of the things that little playmate of mine told me 
about being raped. 

All sexual activities which I undoubtedly wanted to enter into with my 
father—I wanted them not for the activities themselves, but because it meant 
being loved by him, belonging to him, being the mother of his children, etc. 
The world, the fullness of life; I think I felt that everything was complete, 
fulfilled in being with my father. That great tragedy of being separated from 
him which manifested itself that day in analysis when I first wept, when 
something so precious was taken from me, or I was taken away from, and I 
felt for the first time in my life and ever since, my own feelings—I mean my 
very own feelings, for I believe up to then my life was artificial. My behavior 
was imitative and I was kicked about, not understood, not loved evidently 
because I was not responsive. How clearly I see now that my life has been 
just a repetition of unfinished attempts. Enthusiasm no end, up to a certain 
point, but the original pattern was never completed—the original enthusiasm 
never satisfied, and therefore the success of fulfillment just could not be. In 
the past concentration was impossible. In all the years I studied music, I was 
never wholly absorbed by it. That same half interest, that split atten- 
tion... . that my mind contained an unanswered question which could 
not even come to consciousness. I recall the minister who said to me, “ You 
seem to be a person who cannot find what she is seeking.” How truly he 
spoke and how deeply I sought to get in touch with God and how I loved 
the words: ‘“ Come unto me all ye that labor and are heavy laden and I will 
give you rest.” * 

He was like my father, out of actual reach and I could love him, it was per- 
mitted... .. 


* These words were intimately connected with the patient’s pregnancy 
phantasies. 
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To go back to imitation, etc. Imitation in drawing. It is interesting that 
imitating now does not satisfy me. I seek that thing which for instance 
makes a Leonardo a Leonardo, a Tintoretto a Tintoretto. I even go so far as 
to wonder if it comes with complete sexual abandon—that abandon which | 
imagine only comes when a man and a woman wish to make their own indi- 
vidual lives one in each other. 

The above shows a freshness of emotion not to be found in 
schizophrenics. This affective mobility and depth did not develop 
suddenly. As the patient herself pointed out above, from the 
moment she realized the utter desolation she was in because her 
father did not reciprocate her love, she wept and she began to 
“ feel her own feelings.”” She came to this revealing realization 
while recounting her early life (between the ages of six and nine) 
and recalling a number of forgotten occurrences including the 
observation of parental coitus. From that time on the affect was 
mobilized and the analysis proceeded without difficulty to a rather 
successful completion. As is seen from the fragment of the patient's 
notes quoted above, she gradually reached emotional adulthood. 
Her affective as well as conscious life ideal became motherhood— 
a thing she had been unable to face in the past. Adult love, adult 
seeking for an object love, and adult capacity to feel became 
integral parts of her post-analytical personality. Her old chronic 
masturbatory drive disappeared and became apparently totally 
sublimated in her painting in which she became remarkably suc- 
cessful in an extremely short time (she had never painted before). 

Her autistic life lost its charm and the “ split attention ” became 
integrated. One could enumerate a series of other fundamental! 
changes which occurred in the patient. They will all be covered 
by the statement that the patient reached the adult, feminine 
genital level of development and continues to function on that 
level. People get easily acquainted with her and her relationship 
with her father is peaceful and friendly, devoid of any conscious 
tension or other discomfort. 

This. being the final result of the analysis, the question naturally 
arises: What were the specific events, the specific moments in 
this patient’s life that made her a schizophrenic? Was there 
anything specific found that could be considered the factor in 
the development of a schizophrenic psychosis? In order to answer 
this question a fragment of the final stages of the patient’s analysis 
will be briefly reported. 
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III. 


The patient, as is known, had masturbated all her life. This 
chronic addiction could apparently never be broken and was not 
interfered with by the analyst until the patient gave evidence of 
affective rapport (strong positive transference) and of strong 
mobilization of affect (from the time she first wept in the analytical 
hour). As soon as it became clear that the patient was working in 
an atmosphere of increasing affective understanding, it was pointed 
out to her that a great deal of energy was expended through 
masturbation and that a number of feelings and thoughts and phan- 
tasies are so crowded into one masturbatory act that it was im- 
possible to unravel them and understand them. She was asked 
whether she did not consider it advisable to embark upon an 
experiment—namely, to cease masturbating for a while and then 
see what would happen. In substance this was a prohibition of 
masturbation. It must be stated again that this was not resorted 
to before one became quite certain that the patient would follow 
the lead. Indiscriminate prohibitions in analysis are rather danger- 
ous, particularly in schizophrenics since they possess an extremely 
rigid sexual conscience. Any injudicious prohibition might serve 
only to re-enforce this conscience and therefore to increase the 
patient’s flight into autism, projection, and delusionary life, a 
result which naturally might bring the analysis to a standstill or 
even to a premature end. 


At any rate our patient took the suggestion earnestly and for the first time 
in her life she found herself free from the auto-erotic habit. This was fol- 
lowed by a number of memories and emotional reactions which enabled the 
patient to work through the greatest part of her sexual attachment to her 
father and the phantasies connected with it. She also worked through quiet 
definitely her incestuous relationship to her younger brother who died in the 
World War. The patient’s envy of men, her desire to be a man, her hostility 
towards men—all came to the surface with a wealth of detail and gradually 
the patient found herself facing that period of her life (between six and 
puberty) during which she appeared to have become a confirmed day-dreamer 
and a silent girl, shunning any contact with people. It will be recalled that 
from the ages of eight through her puberty and almost until her early 
twenties, she was subjected to a number of experiences in which she was 
on one hand almost seduced by some older and respectable man, and on 
the other hand she was more and more steeped into the family tradition 
of deep religious faith and of viewing God as a gentle but persistent avenger 
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of human sins. Her God became a sort of seducer and punishing, relentless 
Jehovah combined. 

The patient gradually went further and further back to her early childhood, 
to the time when her genitality was not yet organized; in other words, to the 
various pre-genital levels of her life. It is this portion of her analysis that 
threw the greatest light on the development of her personality and brought 
the treatment to a successful close. She recalled repeatedly and with increas- 
ing clarity her parental bedroom, her father and mother in bed, a Sunday 
morning, or possibly a dark night, and she began to play with the idea, at 
first vaguely, then more clearly and more boldly that she would want or had 
wanted at some time to perform fellatio. Memories and phantasies about her 
mother’s breast came up and it transpired that while masturbating she would 
never be able to reach an orgasm unless she sucked at the same time her own 
tongue. The unconscious equating of breast with penis began to impose itself 
with increased vigor. It was at that time the fellatio drive began to rise to 
consciousness and the patient one day developed a severe sore throat while on 
the analytical couch. She left the analytical session, her throat and head 
aching and obviously uncomfortable, almost dazed. She was unable to come 
next day to the hospital for her session (she had become an ambulatory 
patient by that time) and next day she was diagnosed as a mild case of scarlet 
fever and isolated in a hospital for infectious diseases where she was confined 
for a month. The illness ran an atypical course. There was no fever except 
for the first day, no definite rash, and no peeling of the skin. She remained 
in good spirits all the time. About a week after she reached the hospital for 
infectious diseases, she wrote the analyst a postal card informing him of her 
progress. The message was written in her usual handwriting and began with 
the following words: “ Now when I am a scarlet lady, etc.” After a very 
uneventful recovery she returned to her analytical work. She gave the impres- 
sion of having undergone some indefinite psychic change. She kept on repeat- 
edly playing with the expression “a scarlet lady,” definitely associating it 
with “ Scarlet Sister Mary.” Conventional and rather reticent and circum- 
spect as a rule, she became at that time usually bold ; she created an embar- 
rassing merriment and made her father and step-mother blush by referring 
to the fact that she was “a scarlet girl.” 

Whether she really had had scarlet fever or not was never definitely estab- 
lished. From the standpoint of the analytical situation, the reality or unreality 
of her physical illness was not of great importance, for it was clear that the 
patient utilized (psychologically) her illness for the purpose of acting out 
by means of wit and humor a phantasy of being a loose woman. A number of 
patients indulge in such acting out before the unconscious content of their 
phantasies breaks into consciousness. The patient soon brought forth memories 
of expansive sexual wishes related to her seventh, eighth, and tenth years. She 
soon developed a tiny abscess on the index finger of her left hand. She 
squeezed it out but developed an unusual state of anxiety and for a long period 
spoke almost exclusively of her masturbation. She then, one day, related that 
she had gone to pass the examination for obtaining a driver’s license. She 
came to the analytical session in her car and announced upon entering the 
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room: “I ama licensed woman now.” Before she realized the connotation 
of her statement, her associations wandered back to her scarlet fever, then 
to the fact that she was susceptible to poison ivy, and she recalled that some 
time before she was admitted to Bloomingdale Hospital she had a unilateral 
(left) arm rash which ended in a sharp line just before it reached the elbow. 
She was considered then an unusual case. She then recalled “ suddenly ” 
that this coincided with her phantasies of being in love with a man who was 
contemplating marriage with another girl. It came upon her that she con- 
sidered such thoughts “ forbidden thoughts,” lewd thoughts; in short her love 
phantasies were always associated in her mind with a deep sense of guilt, and 
she considered herself depraved—“ a scarlet woman,” a “ licensed woman,” a 
“prostitute.” It remained quite unclear, however, why these thoughts pro- 
duced a skin reaction. The solution of this problem was arrived at rather sud- 
denly but not before four or five months of intensive work which followed 
her scarlet fever. 

Recalling and working through her early masturbations and sexual phan- 
tasies (related to the ages of four and five) she spoke one day of “ prickly 
heat’? which causes the itching of the scalp and while speaking of this she 
said that while visiting a friend over the week-end she had handled some 
stones lying in poison ivy. She forgot about it, but recalled the incident be- 
cause she developed a few minutes ago an itch and rash on both arms. She 
displayed the arms to the analyst. It was not difficult to establish that she 
had been exposed to poison ivy, if at all, on Sunday, while the session we 
are now describing took place on Friday. Little doubt was left that we dealt 
here with a trophoneurotic reaction, that is, a psychogenic rash, since the latter 
developed so suddenly five days after exposure. The patient went on telling 
that many of her friends and siblings were susceptible to poison ivy, while 
she was the only one in the family immune to it. She recalled how she used 
to take the poison ivy into her bare hands and rub it into her arms and 
“nothing would happen.’ She would “rub and rub” with pride in order to 
show her prowess, and would succeed. She then went on talking about 
rubbing. This was the term the children used for masturbation and following 
this she recalled with dramatic suddenness how one day she developed a 
severe case of poison ivy. She was about three years old then, and it followed 
a “severe rubbing.” At this point of the session the patient apparently recap- 
tured a great deal of the affective quality of that early scene, for her whole 
body began to itch. She was thus severely punished for her infantile “ rub- 
bing” and following this memory and re-enactment of the original con- 
version symptom the patient recalled the early punishment for her infantile 
masturbation and divulged quite plainly how she worked it over retrogres- 
sively as a punishment for her early sexual phantasies, for the observation of 
parental coitus, for her wanting to be with her father, for wanting to get 
mother out of the way, in short for being lewd—“ scarlet.” It is interesting 
that when she began to menstruate, she considered the flow of blood also a 
punishment for the same sins and connected it with her “ poor skin.” 
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IV. 


This fragmentary and cursory report cannot of course throw 
light on the most intimate dynamics of the patient’s psychological 
development. Our task in this communication is not concerned 


with these details, however. For our purposes, it suffices to make ' 


it clear that the nucleus of the patient’s difficulties presented itself 
in the form of an early infantile conversion hysteria, which as 
has been said, is quite a normal finding in schizophrenias. 

We shall recall in this connection the “ Wolfsman” of Freud 
(The History of an Infantile Neurosis) who ultimately developed a 
schizophrenic psychosis * which also began with an early hysteria; 
this later developed into an obsessional neurosis, continued for 
some years until between the ages of eight and ten the final out- 
break of a compulsive neurosis took place. It is on these reactions 
as a background and subsoil that he finally developed his phychosis. 

It would be too long and for the present out of place to review 
the vicissitudes of our patient’s infantile neurosis. She too went 
through the same series of reactions approximately between the 
ages of two and one-half and twelve (puberty), and finally de- 
veloped a severe psychosis which came to full expression in her 
early thirties. 

One might be entirely justified if in reviewing the material 
presented, one would experience a definite sense of disappointment, 
for it would appear, and rightly so, that no specific event, no one 
definite pathogenetic factor was responsible for the development 
of the psychosis under consideration. This sense of disappoint- 
ment is inevitable because our idea of specific etiology is appar- 
:atly an unjustified preconception. It was evidently borrowed 
from the fundamental principles of general medicine which postu- 
late the existence of a specific etiological factor, for each specific 
clinical entity. The ideas of Adolf Meyer, who for some time 
before Freud insisted on considering schizophrenia in its totality 
as an outgrowth of a mass of dynamic factors, were unfortunately 
taken too little into consideration and subjected to too few clinico- 
therapeutic tests. As a mater of fact, until recently psychoanalysis 


too kept on seeking for the “something specific” in the patho- 


* Cf. Ruth Mack Brunswick’s Supplement to Freud’s History of an In- 
fantile Neurosis in the Int. J. of Psychoanalysis 1929. 
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genesis of schizophrenia, and our therapeutic studies were more or 
less neglected, particularly because we became accustomed to be 
afraid lest we fail. 

We must remember, however, that “ the scientific results of 
psychoanalysis are at present only a by-product of its therapeutic 
endeavors and for that reason it is often just in those cases where 
treatment fails that most discoveries are made.” Fortunately some 
of our work was therapeutically successful, but one cannot em- 
phasize too strongly that the problem if it is to be solved some day, 
will be solved through the path of therapeutic work rather than 
through preconceived hypotheses. 

In the light of our clinical experience it would appear that 
given the usual no matter how complex set of infantile neuroses, 
a schizophrenia is not an inevitability unless the latency period, 
that is, the period of our socialization is properly managed. What 
makes a human being a civilized human being is his capacity to 
sexualize (libidinize) his social relationships. By means of this 
libidinization he finds an outlet for his instinctual drives in a 
modified and non-pathological manner. This process of sociali- 
zation usually takes place gradually throughout the latency period. 
If, however, too austere restrictions are put on during this period. 
an unusually strong super-ego develops which lashes the ego into 
timidity, blind obedience, frustration and autism that lead to a 
schizophrenia. To restate the same thing in a somewhat different 
way: Under the pressure of too strong restrictions a regression 
takes place which becomes temporarily irreversible and as soon as 
puberty is reached and the earlier sexual drives are reactivated, a 
recession from reality becomes inevitable. The whole process be- 
comes still more comprehensible if we consider the various psy- 
chological characteristics of those clinical entities to which we are 
accustomed in psychopathology. 

Given a frustration, that is, a forbidden wish which cannot 
openly be fulfilled, the first reaction of biological choice is a con- 
version symptom. The individual preserves his integrity and 
“leads off” the energy coming from a forbidden instinctual drive 
into a somatic symptom hysteria. Let us imagine now that due to a 
complex set of circumstances (like too strong a drive or too strong 
a prohibition or both) this mode of escape proves insufficient. The 
individual will then try to protect himself in some other manner ; 
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he will turn away from the forbidden wish; he will react with 
anxiety. Thus a conversion hysteria, if it has failed on an earlier 
level, will develop into an anxiety hysteria later. However, the 
complex frustrating and injurious influence may not cease, and 
the anxiety may not be strong enough to ward off the danger 
of reality and its demands; the individual will react then in the 
way the “ Wolfsman” and Little Hans reacted; that is, he will 
invest certain things of the outside world with all the qualities of 
danger which threatens him from within, and he will develop a 
phobia—the first and primal attempt to utilize the mechanism of 
displacement and projection; the animal phobia of Little Hans or 
of the “ Wolfsman”’ or some of the negro phobias from which 
our patient suffered at the age of seven are illustrations of this 
mechanism. The process of frustration and punishment persisting, 
the individual may then embark upon a new compromise; he will 
admit into consciousness the forbidden wishes but would consider 
them as foreign to him. We shall deal then with an obsessional 
neurosis. The failure of the latter would necessitate a new and 
rather violent step: the individual will have to give up a great 
deal of normal functioning in reality and symbolize and dramatize 
his conflict. He will invest certain acts and certain gestures with 
all the energy of his conflict and will evolve a set of ceremonies 
and rituals by means of which he will gratify his unconscious 
wishes and also protect himself as if by magic from living out the 
forbidden things in real life; that is, his affect will be withdrawn 
to a great extent from reality. This is what actually happens in 
compulsive neuroses, and that is why the compulsive neurotic who 
organizes a little ritualistic world of his own so frequently gives 
the impression of being emotionally blunt and almost uncon- 
cerned—this being the last step he can make in the struggle against 
giving up his contact with reality. Up to this moment he func- 
tioned no matter how poorly on a level of contact with reality and 
his psychopathological compromise succeeded in preserving some 
sort of relationship with the outside world (object libidinous or 
genital relationship). We can goa step further, however. An over- 
emphasis of the forbidden, an over-stressing of the “ right and 
wrong,” an unusually strict, repressive upbringing (during the 
latency period) would weaken the ego to such an extent that the 
individual would have to seek outlets other than the one outlined 


) 
} 
) 


193! | GREGORY ZILBOORG SII 


above. Having passed through the gamut of infantile neuroses— 
from hysteria to compulsive neurosis—and having failed, he will 
find but one path—away from reality, away from genitality, and 
back to ontogenetic as well as philogenetic infancy which is 
schizophrenia. 

These general considerations would lead one to think that 
schizophrenia, despite its mysterious even fatal nature is but a 
link in a bio-psychological chain. It would appear that it is not 
an irreversible process and that further therapeutic studies might 
throw more definite light on the problem of transmutability of 
psychopathological reactions. It will be again recalled in this 
connection that during the terminal stages of the psychoanalysis 
(during the last five months) our patient not only recalled her 
infantile hysterical neurosis, but behaved like a hysteria, lived 
through and re-enacted a hysterical neurosis, and having gained 
affective insight into its origin, she abandoned not only her hys- 
terical neurosis, but all the superstructures which were built over 
it—the schizophrenic psychosis. 
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DISCUSSION OF PAPERS BY MALAMUD AND MILLER, 
LEWIS AND BLANCHARD, AND ZILBOORG. 


Dr. Leranp E. Hinste (New York City)—The key word of this 
morning’s symposium on psychotherapy and schizophrenia is certainly one 
that lends itself to a hopeful outlook. As one traces the history of schizo- 
phrenia, one is decisively impressed with the progress that has been made 
in the understanding and management of this clinical condition. We have 
already made definite, though at the moment narrow advances in the treat- 
ment of certain clinical syndromes in schizophrenia. It has all been a 
steady growth. We have accumulated a vast amount of information on 
schizophrenia from the physical standpoint. Likewise, we possess a great 
amount of valuable psychological material. Under present circumstances, 
perhaps, the soundest attitude to take towards schizophrenia is derived 
from an appreciation of both the physical and the psychical aspects. 

We have a right to be optimistic. We should ask ourselves, however, 
what the source of our optimism is. When we put that question to our- 
selves, there are probably at least two answers. In the first place, it 
seems to be unquestioned that certain schizophrenic patients respond 
favorably to therapeutic agents. The agents employed in the management 
of schizophrenia have been many. It is possible that the successes ac- 
complished may even be due to the widely divergent treatment pro- 
cedures. We are not yet convinced of the uniformity of a schizophrenic 
syndrome. Some investigators report favorable results in the use of 
pharmacotherapeutic measures. Other investigators gain favorable results 
through psychotherapy. 

In the second place, our source of optimism is derived from the in- 
creased interests that have been manifested in the further understanding 
of schizophrenic situations. We have a right to be hopeful that as a re- 
sult of these long continued efforts, something of a positive character will 
emerge. Inasmuch as we are in this transitional stage, it does not seem 
advisable to place too much criticism upon any single method of approach. 
I am sure that such an attitude does not beg the question or straddle the 
issue. What we need at the moment is further help by competent investi- 
gators who may be in a position to try out some of the more reasonable 
suggestions that have been made within the past few years. 

Theoretically at least, there is further cause for optimism. For in- 
stance, it’s a very common observation that many schizophrenic patients 
who have had a pronounced schizophrenic syndrome for years may sud- 
denly be restored to their prepsychotic level. In other words, the capacity 
for restitution lies dormant in a fairly large number of cases. There does 
not seem to be a destruction of potentialities. It rather appears that the 
capacities are covered over by morbid forms of behavior. 
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Already, we are in possession of sufficient data to warrant the opinion 
that a number of schizophrenic conditions may be favorably influenced 
by early treatment. The expansion of out-patient department facilities and 
the availability of the private practitioner to incipient cases render the 
outlook still clearer. In other words, at the moment, there are several im- 
portant features that contribute to our present successes. 

Under closer scrutiny, we are learning more about the schizophrenias, 
We know that in the vast majority of instances, it takes a relatively long 
time for the full blown symptomatology to appear. The evolution of the 
symptomatology, from the schizoid character to the more or less complete 
schizophrenic syndrome, in many instances extends over a period of 
months or even years. We also know that during this time most of the 
schizophrenic patients possess a degree of insight that makes them feel 
the need of treatment. Moreover, we are acquainted with the fact that 
when facilities are set up for the reception of these patients, the patients 
avail themselves of the opportunity for treatment. The schizophrenic indi- 
vidual has not changed but the opportunities that come to him have ad- 
vanced. Those who have had extensive experience with early schizo- 
phrenic syndromes speak favorably of therapeutic endeavors 

We need a more intensive survey of the nature reported by Lewis and 
Blanchard. The latter have helped to clear up many important questions, 
I have purposely avoided polemics because I feel that it is more helpful 
to inculcate a spirit of further investigation rather than to emphasize ap- 
parent discrepancies or flaws. We will be in a better position for a criti- 
cal survey when a larger quantity of material is at hand 


Dr. WiLttrAM A. Wuitrrt (Washington, D. C.).—Mr. President, I have 
been talking for a good many years now about some of the factors that 
make for scientific progress, and I have always been mentioning three. 
One of them was the discovery and fabrication of new instruments, such 
as the microscope. The second was the working out of new methods of 
procedure, such as staining methods in histology. And the third, and by 
no means the least, is a new way of thinking about the problem at hand. 

Anyone who has been in the psychiatric field as long as I have, and can 
look back over a longitudinal section, for a number of years, I think will 
realize that the note that has been struck this morning about. schizo- 
phrenia, the key word of which is what Dr. Hinsie was about to mention, 
but didn’t quite, namely “hope,” has been produced practically by a 
different way of thinking about schizophrenia. 

When we thought of it as essentially organic, when we thought of 
organic as something eternally fixed, we thought of schizophrenia as 
hopeless. Now when we are thinking of it, possibly it is of enegry dis- 
tribution, producing what we call organic changes, the functional altera- 
tions gradually being percipitated in this way. Then we are thinking in 


, terms of dynamisms and in terms of processes. And then it is consistent 


with such wavs of thinking that therapeutic processes may result in 
amelioration, benefit or cure. 


| 
| 
) 

| 

| 


1931 | DISCUSSION 515 


So to me this morning has been a most marvelously stimulating one, 
because after all, the schizophrenics in our large hospitals constitute some- 
thing like 50 per cent of the total population. They have been considered 
more or less hopeless residuals to pile up in the domiciliary part of the 
institution. And here we have the beginning of hope that something may 
be accomplished in the therapy of these seriously involved personalities, 
and that something beyond that will ultimately be translated into the field 
of prophylaxis. 


Dr. ZiLBoorG.—I spoke of the special therapy called psychoanalysis. This 
does not mean that I considered this therapy as the only one which is 
capable of producing a good result in the treatment of schizophrenias. 
[ think, however, that it is worth while pondering over some suggestions 
made in my paper, no matter how casual they might have appeared; I have 
in mind the comparison of a schizophrenic who recovered spontaneously 
with the one treated by means of psychoanalysis which reached the point of 
maximum possible depth. The insight of the analytically treated patient 
differs radically from the one who was not treated or treated non analyti- 
cally; his reactions too are quite different and I believe that recurrences 
are also less probable in the analytically treated individuals. 

A word or two with regard to the remarks of Dr. Malamud: To em- 
phasize and overevaluate the intellectual insight given to a schizophrenic is 
methodologically as well as psychologically rather dangerous, if not un- 
tenable, for the very nature of the schizophrenic process is an overem- 
phasis of over-intellectualization. How can one achieve or hope to achieve 
a satisfactory therapeutic result by means of an intensification of a 
process which is fundamentally morbid? 

Dr. Malamud referred to Freud. He might have gone a little further and 
recalled Freud's deeper comparison of neuroses with psychoses. Freud 
definitely pointed out that the schizophrenic invests words with the same 
value as the neurotic does the concept lving behind the words. Hence 
from the medico-psychological point of view our recoveries will remain of 
somewhat questionable nature unless we succeed in turning our schizo- 
phrenics away from the platform of intellectualization. 

And last, but not least, it is of extreme importance to bear in mind 
that social recoveries, or ward recoveries like those attained by Klasi or 
by any other similar method, are not recoveries but therapeutic measures 
preparatory to psychotherapy. This was definitely stated by Klasi in his 
original paper in 1922, and was stressed yesterday by Dr. Langenstrass. 
In other words, we want to bear in mind that these are subsidiary methods 
and not methods of actual therapy. We ought not to confuse issues. 
Otherwise we might be overwhelmed some day by the number of negative 
results and then lose our courage because of our own methodological 
mistakes. 

In conclusion, permit me to say another word or two regarding the 
psychotherapy of schizophrenias in general. We should not confuse the 
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therapy which brings about a profound reconstruction of the personality 
with the therapy which merely brings about the individual’s return ‘~ 
society. There is a fundamental difference between the recovery of a 
patient who has had his gall-bladder removed and who continues to fune- 
tion without his gall-bladder as well as before it had been removed, and 
the recovery of an individual who has had his leg amputated and who has 
been given an artificial leg. The latter is a recovery with defect. In 
medicine and in surgery such defects are admissible, acceptable. It is 
otherwise in psychiatry. A recovery with defects is extremely dangerous, 
for around this psychological defect, just as around a foreign body, many 
“psychotic organisms” would congregate and produce a new attack. 
This is the danger, and that is why I believe, despite Dr. Malamud’s 
criticism, we must bear in mind that in psychiatry, which differs in this 
respect from general medicine, it is dangerous to compromise unless it js 
absolutely inevitable, because such compromises are rather dangerous 
from the standpoint of the ultimate development of our psychotherapeutic 
capacity. 

About four years ago Dr. Kretschmer outlined before the International 
Congress of Psychotherapy his principles of psychotherapy of schizo- 
phrenias; at that time he made an interesting statement which he repeated 
to me a year or two later when visiting the United States. With char- 
acteristic nonchalance he exclaimed: “ Why should I forbid a schizo- 
phrenic the luxury of having a couple of favorite hallucinations and delu- 
sions in private if he functions all right in public”? This type of 
luxury, if permitted to develop to its logical conclusions, would make us 
ask: Why should we care to treat a chronic alcoholic, for instance, if and 
when he belongs to the variety of drinkers who never bothers anybody? 
But he ought to be treated. Otherwise the domiciliary parts of our hos- 
pitals referred to by Dr. White would have to be expanded to gigantic 
dimensions both architecturally and financially. This, I believe, is a pros- 
pect which we ought to delete from our therapeutic plans. 


Dr. MaLtamMup.—The question raised by Dr. Hinsie as to the value of 
the chemotherapeutic methods such as carbon dioxide and others, is, of 
course, a very pertinent one. I would agree with Dr. Zilboorg, however, 
that these drugs are of value only as aids in psychotherapy. If I had had 
more time, I would have mentioned the fact that we too, in getting at 
the mechanisms of the schizophrenic process make good use of sodium 
amytal in very small doses, much smaller than is necessary for a 
complete narcosis. When we get the patients under the effect of this 
small dose of sodium amytal, we get them to speak more freely and can 
get to the mechanisms much more easily. 

With regard to Dr. Schilder’s remarks, I would like to state that I 
certainly did not mean to convey the impression that just because we are 
able to understand the schizophrenic, therefore, schizophrenia is not an 
organic disease. | merely wanted to emphasize the point that the reverse 
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is not true, that is, that the apparent unintelligibility of the symptoms does 
not speak for a necessarily organic nature. But as Dr. Schilder brought 
out himself, it really doesn’t matter which it is, so long as we can under- 
stand the patient and approach him therapeutically on psychological basis, 
and that after all is the important thing. 

As to Dr. Zilboorg’s remarks, I wonder what Dr. Zilboorg calls intel- 
lectualization. With me it really means intellectual insight. I do not wish 
to go into a deep discussion of this question, but I wondered whether we 
can regard this intellectual insight as being of such a superficial level as 
Dr. Zilboorg apparently regards it. Just simple words that a patient uses 
is certainly not intellectual insight, and is not what I meant by that 
concept. 

It is, of course, exactly what happens in the schizophrenic, to begin with, 
in his first attempts at recovery and the bridging of the gap that has oc- 
curred between the world and himself. In these first steps he will make use 
of the flimsy covering that he calls intellectual insight, but that is only 
intellectual juggling. Of course, we have to keep him away from that. 
But as we go into it, and he begins to appreciate the mechanism of the 
psychosis, and get real insight, into the reasons for its development, the 
understanding will reach deeper into the process and the patient will be 
able to see the futility of such methods of adjustment. 

Dr. Zilboorg furthermore stated that partial recovery of the schizo- 
phrenic process is not desirable, that what we want is a complete return 
to normal or nothing at all. I do not want to reiterate the argument that 
I have already advanced in the paper. Kretschmer as a matter of fact 
has dealt with this problem quite exhaustively. We meet with this 
problem in all fields of medicine and I wish to state again that improvement 
of any extent is better than no improvement at all. If we plan our thera- 
peutic goal as far as that we are bound to be discouraged. I would like 
to remind Dr. Zilboorg that so far he has told us only of one case in which 
he thinks such recovery has taken place. I would also like to know what 
“psychological” recovery means? What standards other than social 
can we use in measuring such recovery? Is it not after all the ability of 
the patient to adjust himself that represents the only means we have of 
determining the degree of his recovery? 


Dr. Lewis.—I might say just a word. From these one hundred cases 
which Dr. Blanchard presented, one can determine very definitely that 
in a large number of schizophrenics there is a tendency to recover. There 
is some struggle going on within the personality aimed toward a recon- 
struction of their life interests and some attempt to bring about an extra- 
mural adjustment. 

These recoveries were the so-called spontaneous recoveries. I think 
Dr. Blanchard has duly emphasized that they were all discharged as re- 
covered. At the time of their recovery there were some residuals which 
have always been called deterioration and scarring, but which I prefer to 
call the emotional deviation. 
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Clinically we do not know exactly what part it it, that is modifiable by 
psychotherapy, but if there is some tendency in actively psychotic schizo- 
phrenics to recover rather than to regress, and there are always some of 
those factors, psychotherapy should be a great help. Certainly psycho.- 
therapy should be instituted in the cases if possible before they have 
suffered such a severe psychosis as is represented by this group pre- 
sented by Dr. Blanchard. 

I do not wish to throw any cold water on the inspirational remarks 
from the standpoint of psychotherapy, because | myself have been engaged 
in that sort of work for a long time, but personally I have yet to see a 
case of severe schizophrenia with profound regression, such as is sufficient 
to bring an individual to an institution for mental disease or to any 
other particularly protected environment recover without some of this 
let-down in energy, interests, and economic adjustment which has been 
known as some degree of deterioration, regardless of the type of therapy 
instituted. 

I should be very interested to see one hundred or so cases which have 
been psychoanalyzed aiter or during such severe psychoses as _repre- 
sented by our group that can be demonstrated at the end of five or six 
years as having made the type of economic adjustment which we wish the 
so-called recovered patient to make. comparison of the adjustment 
status of one hundred such cases recovering with the aid of organized 
psychotherapeutic attention, with a similar number of “ spontaneous 
recoveries,” five years after discharge might give us important leads in one 
direction or another toward a hetter understanding of this complex mental 
disorder. 


| fi 
d 
| r 
n 
a 
| 
\ 
t 
t 
\ 
I 
i 
1 
| 
| | 


THE MODIFIED PSYCHOANALYTIC TREATMENT OF 
SCHIZOPHRENIA.* 


By HARRY STACK SULLIVAN, M.D., New York. 


In this presentation, an attempt will be made to contribute some 
factual material bearing on the nature of the schizophrenic mental 
disorders, and on their treatment by a procedure rather intimately 
related to the psychoanalytic method of Sigmund Freud. No argu- 
ment will be offered as to the propriety of the use of “ psycho- 
analytic’ in referring to a definite variation from Dr. Freud’s 
technique, nor will a review of the orthodox Freudian contribu- 
tions to the schizophrenia problem be undertaken. The former 
cannot but remain a matter of personal opinion. For the latter 
we nay await a presently forthcoming study by Dr. Wm. \. Silver- 
berg. Since a session of our current meeting has been devoted to 
the subject of schizophrenia, and since some of the views expressed 
therein are doubtless not consonant with those of the present 
writer, some attention must also be devoted to the meaning of 
schizophrenia as hereinafter used. No importance is attached, 
however, to the magnificent expression of my personal prejudices 
in these matters.7 

Firstly, it is held that if there is any difference between the 
“schizoid ’’ and the “ schizophrenic mental disturbances, the 
difference is wholly one of degree, and not one of kind. The writer 
is no more entertained by “ thobbing ”’ about an essential organic 
disorder in schizophrenia, than is he by tedious speculation as to 
the relations of organic anomaly or defect to particular psychoses 
with mental deficiency. In contradistinctign, for example, to 
Schilder’s contribution at the earlier session, this paper is intended 


* Read in abstract at the eighty-seventh annual meeting of The American 
Psychiatric Association, Toronto, June 5, 1931. 

+ The reader is respectfully referred to the perhaps redundant but no less 
relevant “ Thobbing” of Henshaw Ward (New York, Bobbs-Merrill, 1926). 
To thob is to think out something, which opinion is glorified as an extravasa- 
tion of one’s personality, and most vigorously believed and “ defended,” 
thereafter. 
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to deal with consensually valid information about actual patients 
and actual procedures of therapy, rather than with ingenuity of 
thinking about hypotheses concerning possibilities of an unknown 
order of probability. It must follow the tedious scientific rather 
than the spectacular philosophic road, and its verbiage must be go 
carefully organized and so adequately elucidated as to provide 
the psychiatric reader with a formulation useful to himself and 
his patients. It does not set up any new frame of reference by use 
of which one can achieve a high percentage of “ hits ” at the game 
of prognostic prophecy: to the writer, the future of any particular 
person is a highly contingent matter, unless the subject-person 
be psychobiologically an adult—and in the latter case, unless also 
he be approaching the senium, the degree of contingency of his 
future is distinct if not still high. Had we persisted for many 
generations in an agrarian culture, and had this, improbably, been 
accompanied by extensive, well-integrated psychobiological re- 
search, so that we came to know a great deal about the living of 
our people ; then, perchance, we would have come to a fair acquain- 
tance with the actualities of Auman probability. Translated, how- 
ever, in a few generations from such a culture to the unprecedented 
industrial situation, we are now in a state of almost complete 
ignorance of these facts of living, and therefore without any basis 
for prophecy as to the outcome of this or that poorly envisaged com- 
plex of more or less important but partly unrecognized factors. 
The future of each physico-chemical organism may subsist in some 
reality underlying our hypothetical time-dimension, but the future 
of each person must be recognized as a function of the eternally 
changing configuration of the cultural-social present. Conceivably, 
the identical germ plasm evolving in monozygotic twins may be 
representative in the present of a path in the future such that the 
twins shall arrive synchronously at a physico-chemical fiasco in 
the shape of appendicial inflammation. Conceivably, it was in some 
ultimately comprehensible fashion ordained at the moment of the 
writer’s conception that he shall cease to live owing to rupture of 
the middle meningeal artery at the age of 57 years, three months 
and five days, plus or minus less than 100 hours. But that the 
present fact of his contemning what Dr. Gregory Stragnell has 
so aptly dubbed the scholasticism of certain psychoanalytically 
inclined psychiatrists, in this particular case Paul Schilder about 
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real and pseudo-schizophrenia; that this activity was determined 
more remotely than the occasion of the last meeting of the Asso- 
ciation for Research in Nervous and Mental Diseases, is not true.* 

No one could conceivably demonstrate any preordination of the 
effect on the protagonist’s future of this situation, prior to the 
date first named. That which at least two people cannot demon- 
strate cannot be utilized in scientific procedure. It seems therefore 
fairly proven that the effects of the current interpersonal situation 
on the future of Dr. Paul Schilder, arise de novo from the con- 
figuration of the present; this in turn, in so far as it is focused 
in the writer, arising from configurations actually existing at 
particular moments on certain dates in the recent past; these, in 
further turn, arising from streams of events so complex in them- 
selves, and so complex in their interrelations, that any prophecy 
of the current situation, on a date more distant than six months 
ago, would have been fantastic in the extreme. 


*The most significant determining factors in this particular situation, 
so far as the writer is chiefly concerned, may be “ dated” as follows: March 
12, 1931, psychiatric meeting at which the protagonist “ presented” a case 
illustrating the alleged relations of the organic and the functional; March 18, 
1931, dinner discussion; April 10, 1931, psychiatric meeting, as previous; 
April 24, 1931, psychiatric meeting, as previous; April 28, 1931, protagonist’s 
discussion of “ The Pathogenesis of Schizophrenia” by Dr. Gregory Zilboorg, 
New York Psychoanalytic Society; May 13, 1931, reading of summary of 
protagonist’s paper in the program of the current meeting; May 17, 1931, 
realization that someone must be made a “goat” for illustrating pseudo- 
psychiatric contributions ; May 21, 1931, conclusion that the ends justified the 
risk of this sort of illustration before so kindly and democratic an audience 
as the present one. 

The situation under discussion is interpersonal; involving, as major 
nexus, (a) the writer variously expanded, (b) his “impersonal” hearers 
and readers, (c) the person, Paul Schilder as protagonist, auditor, reader, 
and reactor, and secondarily those who “side” with him in the alleged 
“controversy ” which many conceive all psychiatric criticism to be, (d) the 
body of valid and other information that is the psychiatry of schizo- 
phrenia; and so forth. 

7 The best that could have been ventured is something as follows: The 
present writer, being deeply interested in schizophrenia, and having amassed 
consensually valid information which he interprets as evidence convincing to 
any intelligent observer to the effect that no such illness of acute onset is apt 
to manifest a dependable sign of bad outcome regardless of treatment, being 
moreover activated by a drive to insure the active attention of all concerned 
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To return now to the crux of this point: either no one of the 
acutely schizophrenic young men received by the research service 
of the Sheppard and Enoch Pratt Hospital in the past two years 
was in fact schizophrenic but instead all were “ schizoid ”—in 
which case we might perhaps assume that schizophrenia the disease 
is not shown by native-born males before the age of 25—or there 
is no great importance to be attached to the organic substratum of 
personality in young acute schizophrenics, but rather great stress 
to be laid on the socio-psychiatric treatment to which they are ex- 
posed, in our studying of the factors relevant to outcome. It is my 
opinion that a consensus of qualified observers can be secured in 
support of the latter conclusion. The question of an “ organic 
disorder ” 
phrenia.* 


is therefore irrelevant to this consideration of schizo- 


Secondly, in further delimitation of the term, schizophrenia, it 
is held that these disorders have not been defined psychoanalytic- 
ally. It is necessary, before adumbrating the original communica- 


to the importance of early care in determining the outcome of schizophrenic 
disorders, being also interested in the growth of psychiatric knowledge and its 
refinement from fantasy, will to a considerable probability, sooner or later, 
subject the views of the protagonist to more or less effective criticism. If suit- 
able occasion arise, this will doubtless occur in the course of a psychiatric 
meeting. Since the writer will be activated to reach the largest audience, 
it will probably occur at a meeting of The American Psychiatric Associa- 
tion. After reading the program of the current meeting—a prophecy the 
more probable in that it is but a few weeks “ahead of” the events—an 
astute prognostician might have said, “It is quite probable that this situa- 
tion will arise on June 3 or 5, 1931.” Even if, on May 27, he had read this 
paper, he would have had clearly in mind the fact that the occurrence of 
the present situation continued to be contingent on many actually unpre- 
dictable factors. 

* The acuteness or insidiousness of onset of the observed psychosis, however, 
may finally give the question of underlying organic state new relevance. It is 
quite possible, in the writer’s opinion, that an ultimately measurable some- 
thing of great prognostic significance may be found to underlie these insidi- 
ous disintegrations of personality attended by more or less of schizo- 
phrenic phenomena, that are now lumped with disorders of acute observed 
onset. Statistics of the Sheppard experience indicate so great a difference in 
course of the two groups, that one cannot but wish that effort might be 
directed to the comparative study of individuals of acute versus insidious 
observed onset. 
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tion herein attempted, to discountenance any conclusion that the 
writer's study of schizophrenia has “ proven” or “ disproven ” 
psychoanalytic theory, or any part or parcel thereof, other than the 
doctrine of narcissistic neurosis. The psychoanalytic terms herein- 
after utilized are terms as to the meaning of which, in the writer’s 
opinion, a consensus of competent observers could be obtained. 
That these consensually defined meanings would be identical with 
or quite different from the most orthodox Freudian definitions, is 
unknown. Psychoanalytic formulations are extremely individual- 
istic, in the sense that they are largely Prof. Freud’s opinions 
about his experience with his patients, in the formation of which 
opinions—as in the great part of all psychiatric opinions—the social 
and cultural aspects of the thinker’s opinion-formation have mostly 
been ignored. There could not be a meaningful use of the term 
schizophrenia in regard of a man who had grown from birth into 
adolescence in utter detachment from any person or personally 
organized culture. Again, it is possible so to organize a society 
that the living of its persons, normal to each other, would be 
regarded as schizophrenic by psychiatrists who studied any one of 
its members in sufficiently alien surroundings. In brief, schizo- 
phrenia is meaningful only in an interpersonal context; its charac- 
teristics can only be established by a study of the interrelation of 
the schizophrenic with schizophrenic, less schizophrenic, and non- 
schizophrenic others. A “socially recovered” schizophrenic is 
often still psychotic, but is certainly Jess schizophrenic than is a 
patient requiring active institutional supervision. To isolate the 
non-schizophrenic individual, however, is no small problem. It 
implies criteria of presence or absence of these processes, of which 
criteria there seems to be a marked dearth. One might use the 
following as a fundamental basis for classification: the non- 
schizophrenic individual, in his interaction with other persons, 
behaves and thinks in complete consonance with their mutual cul- 
tural make-up. Then, to the extent that one’s behavior and thought 
in dealing with another diverges from the mutual culture—tra- 
ditions, conventions, fashions—to that extent he would be schizo- 
phrenic. This seems to be a good working hypothesis, but it has 
not yet ensued in much consensually valid information. There is, 
as yet, no measuring of mutual culture ; we know that being exposed 
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to culture does not necessarily imply its incorporation in a person- 
ality ; we know that there are certain personality differentials that 
greatly affect the incorporation of cultural entities; but we have 
not paid much attention to evolving techniques for distinguishing 
the cultural aspects of individual personalities.* 

There is, however, an indirect approach to this problem; one, 
moreover, that has seemed to be of practical application. We know 
that the dream-life of the individual is to a very great degree, purely 
personal. This consideration applies to a lesser extent to the waking 
fantasy-life. While there is probably very little indeed of the 
waking fantasy that is uninfluenced by environing persons or per- 
sonal entities not wholly of the self, we can assume that certain 
“ primitive ” dreams are almost entirely without external reference, 
We therefore conclude that the more like the dream of deep sleep 
a given content is, the more purely of the self it is. We can then 
surmise that a rough approximation to our basis for division into 
the schizophrenic and the non-schizophrenic can be hypothecated 
on the consideration of the more purely personal versus the con- 
sensually valid apperception of a given interpersonal situation. If 
the “ contact ” with external reality is wholly unintelligible per se 
to the presumably fairly sane observer, then the subject-individual 
manifests a content indistinguishable from a dream, and is either 
in a state of serious disorder of the integrating systems, or is 
schizophrenic. An individual manifesting behavior when not fully 
awake would thus be clearly schizophrenic. An individual suffering 
the disorder of interest manifested in severe fatigue would likewise 
come under this rubric. 

A psychiatrist’s initial reaction to this formulation can scarcely 
be one of instant acceptance. He knows of people who “ awaken” 
in nightmares and have trouble in throwing off the content of the 
dream. He knows that most of these folk are comparatively normal, 
in their daily life. He is not ready to identify their transitory dis- 
turbance of consciousness on occasional nights with the mental 
disorder shown 18 hours or so per day, day in and day out by the 


* The development of this topic; vis., the cultural entities built into and 
going to make up the individual personality; is to be found in the writer's 
forthcoming text, “ The Sickness of The Modern Mind: The Psychopathology 
of Interpersonal Relations.” 
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“dementia preecox ” patients in the wards of the mental hospital. 
It is the writer’s opinion that neither phenomenologically nor 
dynamically can a distinction be shown between the two situations. 
Schizophrenics, in the first hours or days of the frank illness, show 
just as abrupt transitions among distinguishable states as does our 
troubled dreamer. The dream-state in their case tends to become 
habitual, or at least frequently recurrent, and whenever this occurs, 
the individual is definitely schizophrenic.* 

The questions that would seem to require answer before accep- 
tance of this formulation of schizophrenia are somewhat as follows : 
How does it happen that most of us are able to sort out our dreams 
and our waking experience with a very high degree of success ; 
while the schizophrenic fails in this? Why do only some of those 
who have night-terror or nightmares progress into chronic schizo- 
phrenic states? And, from the organicist, why, if this definition 
is approximately correct, should not a treatment by alternation of 
rest and the use of a powerful cerebral stimulant like caffeine 
bring about at least a suspension of the schizophrenic state? As to 
the first of these questions, the actual sorting out of some little of 
our dream-life from waking experience is a difficult or impossible 
task. The little that is “ hard to locate” as to whether dream or 
“reality,” is often quite transparently related to important but 
none too well recognized tendency systems within the personality 
concerned. We come thus to the answer of questions one and two: 
to the extent that important tendency systems of the personality 
have to discharge themselves in sleep, to that extent the dream- 
processes tend to exaggerated personal importance, and to aug- 
mented “ reality value.” That which permits tendency systems no 
direct manifestation except during sleep and other states of altered 
consciousness is their condition of dissociation by other tendency 
systems of the personality—systems apparently invariably repre- 
sented in the self. At this point, a digression must be made anent 
a fairly popular psychoanalytic “thob” about the “ strength” 
versus “ weakness” of the ego. We learn that the super-ego is 
“weak” in the schizophrenic; also, that it is “strong” in the 


‘ 

* That this conception of schizophrenia is broad enough to include the 
clinical entity, hysteria, has not escaped the writer. This is not the occasion 
on which to develop the implications of a classification of levels of conscious- 
ness, nor of the dynamics underlying major and minor dissociations. 
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schizophrenic ; that the ego and the ideal of ego are weak or strong; 
that the feeble ego is ground between the powerful id of instinctual 
cravings and the super-ego; and so forth. Leaving aside the fact 
that there is plenty of clinical material to be observed by anyone 
seriously interested in finding out what this is all about—there 
being at least 250,000 patients diagnosed as schizophrenic in the 
hospitals of the United States—the writer would point out that 
no night-terror, nightmare, or schizophrenic disorder can occur 
unless there is a waking dissociation of some one powerful tendency 
system by another powerful tendency system. And, by direct 
implication of the formula, a continued dream-state, schizophrenia, 
cannot occur unless there is continued an approximation to a 
dynamic balance between the tendency system manifesting in the 
conscious self and the one dissociated from such manifestation.* 
As to the chemotherapeutic employment of agents to provide rest 
alternating with cerebral stimulants of the caffeine group, it may 
be noted that this very program, applied during the first hours of 
schizophrenic collapse, does delay the disaster. The cerebrum and 
the other areas responding to caffeine stimulation, however, are not 
solely the province of the conscious self, and the raised threshold 
of function is not solely at the service of the dissociating system. 
This topic, together with that of delirifacient drugs and of ethyl 
alcohol, has been discussed by the writer, elsewhere. 

It appears, then, that no well-integrated personality—in whom 
there is no dissociation of an important tendency system—can show 
schizophrenic processes of more than momentary duration; and 
that any personality in whom there is a chronic dissociation of a 
powerful tendency system may show persisting schizophrenia after 
any event that destroys the balance by strengthening the dissociated 
tendency system, or by enfeebling the dissociating system. Physio- 
logical maturation and toxic-exhaustive states are frequent factors 
in this connection. 

The partition of time to the schizophrenic processes—whether 
they occupy but moments during the time ordinarily devoted to 
sleep, or instead persist days on end in active psychosis—is deter- 


* Since it is not the present purpose to discuss the strength or weakness 
of the ego and so forth, no comment will be made on, for example, the highly 
relevant data provided by psychopathic personalities. 
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mined by the balance between the dissociated and the dissociating 

systems. The “healing” process that ordinarily occurs in night- 

terror and nightmare is the source of an important insight into 

this matter. One “ recovers” from the failing dissociation mani- 

festing more or less lucidly in the nightmare, by reintegrating 

one’s consciousness of circumambient reality, including one’s 

“place,” status, etc. If the pressure of the dissociated system is 

great, one “ knows better” than to return to sleep until one has 

strengthened the dissociating system by a readjustment of interest 

and attention to one’s waking world. In night-terror, the healing 
process is less conscious, but usually more directly interpersonal. 
In any case, in the writer’s opinion, the restoration of balance in 
favor of the dissociating system is achieved by some adjustment 
of interpersonal relations. On the other hand, a persisting dream- 
state represents a failure of interpersonal adjustment, such that the 
tendency system previously dissociated is now as powerful in 
integrating interpersonal situations as is the previously successful 
dissociating system. The augmentation of the one may alternate 
somewhat with that of the other; the degree of consciousness may 
vary, but conflict and a consciously perceived threat of eruption 
of the dissociated system is sustained. It is evident that these 
dynamics may lead to the phenomena delineated in the paper of 
Dr. Mary O’Malley earlier in the program. It is equally clear that 
the “ retreat’ from the personal realities of others, the “ seclusive- 
ness’ and the inaccessibility to easy personal contacts that are so 
classically schizophrenic are but the avoidance of accentuated con- 
flict between the tendency systems, which integrate or “ strive” to 
integrate the sufferer into mutually incongruous interpersonal rela- 
tions, with the appearance of most distressing interests and 
attention. 

We may proceed from this theoretic formulation of the facts of 
schizophrenia to consideration of the treatment of these disorders. 
It is to be noted that the basic formula of all psychotherapy is that 
of interpersonal relations, and their effects on the further growth 
of tendency systems within the patient-personality. Observation 
of the processes shown in improvements and aggravations of per- 
sonality disorder is clearly in line with this formulation. One sees 
that there is no essential difference between psychotherapeutic 
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achievement and achievements in other forms of education. There 
is, in each, an alteration in the cultural-social part of the affected 
personality, to a state of better adaptation to the physico-chemical, 
social, and cultural environment. No essential difference exists 
between the better integration of a personality to be achieved by 
way of psychoanalytic personality study, and the better integration 
to be achieved by an enlightened teacher of physics in demonstrat- 
ing to his student the properties of matter. There are several 
differences in the technique required, but these are superficial rather 
than fundamental, and are to be regarded as determined by actual 
early training of the patient, in the end reducible to the common 
denominator of experience incorporated into the self. The principal 
factors responsible for the apparent gap between the ordinary good 
educative techniques and the orthodox psychoanalytic procedures 
are to be found in the peculiar characteristics of very early experi- 
ence; viz., that of the first 18 to 30 months of extrauterine life.* 
Since the characteristics of this material are discussed in various 
psychoanalytic contributions, including that of Dr. Gregory Zil- 
boorg in this session; and since the purpose of this paper is to 
present the necessary steps preliminary to dealing with the infantile 
and early childhood experience; we shall proceed immediately to 
a consideration of the interpersonal requirements for the successful 
therapy of the schizophrenic. 

Psychotherapy, like all experience, functions by promoting per- 
sonality growth, with or without improvement of personality 
integration. Pure suggestion therapy, if such there be, merely adds 
experience to one or more of the important tendency systems of 
the personality, thereby perhaps altering the dynamic summation 
manifested in behavior and thought. Even such a therapy could 
perhaps be useful in preschizophrenic personalities ; and conceiv- 
able, even in acute psychosis. A purely rational therapy would be 
directed to the better integration of the personality systems, as well 
as to the provision of additional experience. Since it could apply 
only at the level of verbal communication, it should scarcely be 
expected to produce great affect in the field of extra-conscious 
processes. Hortatory therapy would generally be directed to the 


* Consideration of these factors is not directly relevant to the contribution 
herein attempted, and has been outlined elsewhere; /oc. cit., supra. 
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augmentation of the super-ego aspects of personality. This includes 
persuasion and the all too prevalent “ bucking up ”’ treatment. None 
of these procedures is in line with the information which we have 
secured as to the growth and function of personality. 

Treatment in states of reduced consciousness, notably under 
hypnosis, could be more nearly adjusted to the total personality. 
Unfortunately, however, the integration of the treatment-situation 
implied by the occurrence of the hypnotic or even the hypnoid 
states imposes a great responsibility on the physician. Unless he 
is expert indeed in dealing with the earlier experience incorporated 
in each personality, the net result of the treatment is sadly disap- 
pointing. Either there is little more achieved than could have been 
secured by a fairly rational exhortation, or there is disturbance of 
the super-ego functions and an increased severity of conflict. The 
integration of the hypnosis-situation in the incipient or acute schizo- 
phrenic is difficult in extreme. This manipulation of the personality 
is therefore for us chiefly of theoretic importance. The attempt 
at hypnotizing distressed preschizophrenics should perhaps be 
emphatically discouraged, as the mandatory—even if self-deter- 
mined—submission to the other personality is almost certain to 
cause a severe emotional upheaval, with the hypnotist thereafter 
in an unenviable role as chief personification of the goal of the 
dissociated system. 

The only tools that have shown results that justify any enthusi- 
asm in regard of the treatment of schizophrenia are the psycho- 
analytic procedures and the socio-psychiatric program which the 
writer has evolved from them. Before taking up these procedures, 
however, it may be well to note that the process of benefit by 
psychoanalysis seems none too clearly envisaged by many of its 
practitioners. One might be led to assume from the literature that 
a “cure” is achieved by a releasing of the libido from its “ point 
of the fixation ” existing somewhere in the past of the individual. 
A steadily increasing complexity of the map of possible fixation 
points is leading some of the outstanding thinkers in this field to 
doubt the importance of the doctrine of fixation. The writer has 
long since indicated his inability to discover anything corresponding 
to a point of fixation in schizophrenia, and has come to believe that 
“releasing the libido from its fixations” is but a figure of speech 
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for something that occurs in recovery under analysis. Observation 
shows that psychoanalytic therapy consists of two major processes, 
the combination of which leads to growth and improved integration 
of personality. These are, firstly, a retrospective survey of the 
experiential basis of tendencies that conflict with the simple adap- 
tation of the person to others with resulting growth to a more 
adult character; and secondly, the provision of experience that 
facilitates the reorganization of the undeveloped or warped ten- 
dencies such that adaptation becomes more successful. The 
achievement of this double process requires the establishment be- 
tween the physician and patient of the situation called by Freud 
the “ transference.” 

There has been a good deal written about “transference,” and 
many peculiarities of technique have been originated with view to 
its cultivation and management. There seems to the writer to be 
nothing other than the purpose of the interpersonal situation which 
distinguishes the psychoanalytic transference-relation from other 
situations of interpersonal intimacy. In other words, it seems to 
be a special case of interpersonal adaptation, distinguished chiefly 
by the role of subordination to an enlightened physician skilled in 
penetrating the self-deceptions to which man is uniquely suscep- 
tible, with a mutually accepted purpose of securing the patient an 
increased skill in living. Like almost all other situations tending 
towards intimacy the early stages of the psychoanalytic situation 
include a great body of fantasy processes that are not directly 
helpful to the achievement of the goal of the physician. Like all 
other interpersonal relations, this one includes a good deal of inter- 
communication by channels other than that of spoken propositions. 
As it is ordinarily applied, the psychoanalytic situation involves a 
patient the organization of whose self is not satisfactory, and whose 
self-regard is inadequate. This is very much the case in preschizo- 
phrenic, and incipiently and acutely (catatonic) schizophrenic 
patients. By reason of the extreme distress caused by any threat- 
ened (or fantasied) reduction of the already distressingly small 
self-regard of these patients, and also by reason of specific painful 
experience with all previously significant persons, these patients 
are extremely uneasy about any situation in which the favorable 
cooperation of another is required for its resolution. The appear- 
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ance of strong positive tendency towards the physician is thus 
attended by an extraordinary augmentation of attention for un- 
favorable signs, and very slight provocation may lead to a reversal 
of the tendency—from positive to negative, love to hate. 

Before proceeding to develop the implications of these facts for 
the actual management of these patients, reemphasis must be made 
of the writer’s distinction of schizophrenia from hebephrenic 
deterioration and from paranoid maladjustments. In brief, the 
patients to whom therapy may be applied with high probability of 
success are, firstly, patients in whom there has been a rather rapid 
change from a state of partial adjustment, to one of apparent 
psychosis, a matter of weeks, not months or years—this transition 
being the incipient schizophrenic state ; secondly, patients who have 
not progressed into that regression of interests to early childhood 
or late infancy levels, to which we refer as the hebephrenic ; and 
thirdly, patients who have not made a partial recovery by massive 
projection and transfer of blame, the “ paranoid schizophrenic,” or 
paranoid state with more or less of residual schizophrenic phe- 
nomena. The case of the chronic catatonic state is of potentially 
good outcome, this seeming to be but a chronic continuation of the 
purely schizophrenic state, but the actual duration in illness is a 
factor that is not to be ignored. 

The procedure of treatment begins with removing the patient 
from the situation in which he is developing difficulty, to a situa- 
tion in which he is encouraged to renew efforts at adjustment with 
others. This might well be elsewhere than to an institution dealing 
with a cross-section of the psychotic population ; certainly, it should 
not be to a large ward of mental patients of all sorts and ages. The 
sub-professional personnel with whom the patient is in contact 
must be aware of the principal difficulty ; viz., the extreme sensi- 
tivity underlying whatever camouflage the patient may use. They 
must be activated by a well-integrated purpose of helping in the 
re-development or development de novo of self-esteem as an indi- 
vidual attractive to others. They must possess sufficient insight 
into their own personality organization to be able to avoid masked 
or unconscious sadism, jealousies, and morbid expectations of 
results. They must be free from the more commonplace ethical 
delusions and superstitions. Admittedly, this is no small order, 
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and the creation of this sort of situation is scarcely to be expected 
either from chance or from the efforts of a commonplace adminis- 
trative agent. 

Given the therapeutic environment, the first stage of therapy by 
the physician takes the form of providing an orienting experience, 
After the initial, fairly searching, interview, the patient is intro- 
duced to the new situation in a matter of fact fashion, with 
emphasis on the personal elements. In other words, he is made to 
feel that he is now one of a group, composed partly of sick 
persons—the other patients—and partly of well folk—the phy- 
sician and all the others concerned. Emphasis is laid on the fact 
that something is the matter with the patient, and, once this is at 
least clearly understood to be the physician’s view, that regardless 
of his occasional or habitual surmise to the contrary, everyone who 
is well enough to be a help will from thenceforth be occupied in 
giving him a chance to get well. From the start, he is treated as 
a person among persons. 

There is never to be either an acceptance of his disordered 


thought and behavior as outré or “crazy,” or a “never mind” 
technique that ignores the obvious. [Everyone is to regard the out- 
pouring of thought or the doing of acts as at least valid for the 
patient, and to be considered seriously as something that at least 
he should understand. The individualism of the patient’s per- 
formances is neither to be discouraged nor encouraged, but instead, 
when they seem clearly morbid, to be noted and perhaps questioned. 
The questioning must not arise from ethical grounds, nor from 
considerations of mere convenience, but from a desire to center 
the patient’s attention on the discovery of the factors concerned. 
If there is violence, it is to be discouraged, uwnemotionally, and in 
the clearly expressed interest of the general or special good. If, as 
is often the case, violence arises from panic, the situation must be 
dealt with by the physician. If, however, the patient seems ob- 
viously to increase in comfort without professional attention after 
the introduction to care, the physician can profitably await develop- 
ments. A considerable proportion of these patients proceed in this 
really human environment to the degree of social recovery that 
permits analysis, without much contact with the supervising phy- 
sician. Moreover, in the process, they become aware of their need 
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for insight into their previous difficulties, and somewhat cognizant 
of the nature of the procedures to be used to that end. They become 
not only ready but prepared for treatment. 

If the patient does not respond in so gratifying a fashion to the 
special environment, the physician must discover the difficulty. In 
some cases, the previously dissociated tendency system is integrat- 
ing personal situations that precipitate panic or panicky states. 
This requires reassurance by a technique of realistic acceptance of 
the underlying tendencies, a bringing out into the open of the cause 
for the fear experienced by the self, with the resulting beneficent 
effects of a new feeling of group solidarity in that the harsh ap- 
praisal of the tendency incorporated in the patient’s personality is 
temporarily suspended or enfeebled, by acquaintance with people 
to whom the situation is a commonplace of life. In all too many 
cases, the ideal-organization is such that the appearance of this 
solidarity-reaction is judged by the self to be ominous, and the 
attempt to diminish the violence of reaction to the previously dis- 
sociated tendency system fails. It is necessary, however, that the 
conflict be abated, otherwise the development of interpersonal 
security that is absolutely necessary for a social recovery cannot 
be achieved. In such cases, recourse is had to chemotherapeutic 
agencies, notably ethyl alcohol, which impair the highly discrimi- 
native action of the more lately acquired tendency systems, and 
permit the at least rudimentary functioning of the more primitive, 
without much stress. After from three to ten days of continuous 
mild intoxication, almost all such patients, in the writer’s experi- 
ence, have effected a considerable readjustment. The modus 
operandi may be indicated roughly by remarking that these patients 
discover by actual experience that the personal environment is not 
noxious, and, having discovered this, have great difficulty in subse- 
quently elaborating convictions of menace, plots, fell purposes, etc. 
It is the rule to have several interviews with the patient during the 
period of intoxication, and in them to carry out the reassuring 
technique above indicated. 

Occasionally, an acute schizophrenic showing a marked tendency 
to paranoid maladjustment, proceeds all the more rapidly in this 
direction under the type of care thus far outlined. Several devices 
have been used in combating the process, but the results are not 
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yet satisfactory. It has become clear that this eventuality requires 
an extraordinary intervention, if the patient is to be saved; and 
some pioneering work has been done in this connection. The princi- 
ple involved, however, is one sufficiently startling to justify hesi- 
tancy in reporting but two patients. For the present, it must suffice 
that patients who show progressively deepening paranoid develop- 
ments or those who are received in florid paranoid states should not 
remain with the group under active treatment. 

As the patient improves, and as his acceptance of the need for 
help grows, the efforts of the physician become more direct in 
their application. [nergy is expended chiefly in reconstructing the 
actual chronology of the psychosis. All tendencies to “ smooth 
over ” the events are discouraged, and free-associational technique 
is introduced at intervals to fill in “ failures of memory.” The role 
of significant persons and their doings is emphasized, the patient 
being constantly under the influence of the formulation above set 
forth; viz., that however mysteriously the phenomena originated, 
everything that has befallen him is related to his actual living among 
a relatively small number of significant people, in a relatively simple 
course of events. Psychotic phenomena recalled from the more 
disturbed periods are subjected to study as to their relation to these 
people. Dreams are studied under this guide. During this phase of 
the work the patient may or may not grasp the dynamics of his 
difficulty as they become apparent to the physician. Interpretations 
are never to be forced on him, and preferably none are offered 
excepting as statistical findings. In other words, if the patient’s 
actual insight seems to be progressing at a considerable pace, it 
can occasionally be offered that thus-and-so has, in some patients, 
been found to be the result of this-and-that, with a request for his 
associations to this comment. 

One of perhaps three situations now develops. Firstly, if the 
patient is doing very well, the family insist on taking him home, 
and generally ignore advice as to further treatment. Secondly, the 
chronology of the course of recent events running into the psy- 
chosis is rather well recovered, and the patient is found to have 
great difficulty in coming to insight. He is then discharged into 
regular treatment at the hands of a suitable psychoanalyst, experi- 
enced in the psychiatry of schizophrenia—and not too rigid in 
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devotion to technique. Thirdly, the stage of chronology-perfecting 
isaccompanied by so much growth of insight that it is shifted gradu- 
ally to a close approximation to regular analytic sessions that follow 
a liberal variant of the orthodox technique. 

In the writer’s experience, covering some II years, there have 
been regrettable events to be charged off to precipitate and to rigid 
techniques of psychotherapy. From these mistakes and from the 
singular opportunities provided by patients themselves, the socio- 
psychiatric technique above indicated has finally evolved. When 
physical facilities were made available, it was tried out rather 
thoroughly. The condition of no patient was aggravated by its use, 
and the social and real recovery rates obtained were extremely 
gratifying. It would seem that, for the group as defined above, 
schizophrenia is an illness of excellent prognosis. The treatment 
required, however, is obviously far from widely available, and the 
schizophrenia problem therefore continues to be very urgently one 
of prevention. 

Certain considerations bearing on the professional personnel for 
working with schizophrenics may not be amiss. In the first place, 
it seems quite clearly demonstrated in the Sheppard experience that 
the therapeutic situations must be integrated between individuals of 
the same sex. Two male patients treated by woman physicians did 
remarkably badly, while ‘ cooperating” much better than the 
average. A number of women, treated by the writer, also “ co- 
operated ” nicely, as they progressed into deterioration or paranoid 
maladjustments. Male patients treated by the writer are not as 
comfortable in the treatment situation as were these women. But 
they are correspondingly more successful in achieving actual 
rather than fantastic results. 

In the second place, the unanalyzed psychiatrist and the psychia- 
trist filled with the holy light of his recent analysis are in general 
not to be considered for this work. The former have generally a 
rigid system of taboos and compromises which are rather obvious 
to the schizophrenic intuition, so that the patient comes early to be 
treating the physician, and to be fearing him. The analytic zealot 
knows so many things that are not so that the patient never makes 
a beginning. 

Thirdly, the philosophical type of person is a poor candidate for 
success as a therapist of schizophrenics; they too love philoso- 
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phizing—it is so much safer to “think” than to go through the 
mill of observation and understanding. Also, most of these people 
get systematized so early that they are blind to experience less than 
a personal psychosis. 

Fourthly, those elsewhere identified as the “ resistant homo- 
sexual types ” are poor material for schizophrenia therapists ; they 
are too busy finding “ homosexual components” in everyone to 
note the facts flowing past them. 

Fifthly, the reformer element, who “ know ” how life should be 
lived, and what is good and bad, if they must do psychiatric work, 
should keep far from the schizophrenic. Perhaps the manic- 
depressive psychosis is their ideal field. 

Sixthly, perhaps of all the people least fitted for this work are 
those that are psychiatrists because it gives them powers and 
principalities over their fellows ; to them should go the obsessional 
neurotics. 

Lastly, sadly enough, those to whom life has brought but a 
pleasant flood of trifling problems without any spectacular disturb- 
ances, who have grown up in quiet backwashes far from the 
industrial revolution, within the tinted half-lights of the passing 
times ; these are afield in undertaking the schizophrenia problem. 
It is one up to the last minute in its ramifications, and can but bring 
them a useless gloom and pessimism about youth and the times. 
There are some ecclesiasts who find joy in tinkering with the mild 
mental disorders, in Church Healing Missons and the like. These 
folk might learn much from, for example, the Rev. Anton Boisen, 
Chaplain of the Worcester State Hospital, who has come by the 
tedious and often deeply disturbing road of observation and experi- 
mentation to a sane grasp of the relations of religious thoughts and 
techniques to the schizophrenia problem. 

In conclusion, it may be restated that, at least in the case of the 
male, fairly young schizophrenic patients whose divorcement from 
fairly conventional behavior and thought has been rather abrupt, 
when received under care before they have progressed either into 
hebephrenic dilapidation or durable paranoid maladjustments, are 
to be regarded as of good outlook for recovery and improvement 
of personality, if they can be treated firstly to the end of sociali- 
zation, and thereafter by more fundamental reorganization of 
personality. 


} 
} 


1931] HARRY STACK SULLIVAN 537 


DISCUSSION. 


Dr. SILVERBERG (Washington, D. C.).—I have no doubt that one of the 
objections that will be raised to Dr. Sullivan’s paper is that the method and 
the organization which he has described may work very well in the hands of 
Dr. Sullivan, who has peculiar means of dealing with schizophrenics, but in the 
hands of another individual, even with a reasonably good medical and psy- 
chiatric training, the method would not work, I most emphatically refute this 
objection. I was Dr. Sullivan’s successor at Sheppard and inherited, so to 
speak, the organization which he had perfected there. During the year that I 
was at Sheppard, I made no essential changes in the organization that, 
Dr. Sullivan had created there. During that time I dealt with 16 schizo- 
phrenics in the special six-bed ward that he used, and had rather good results. 
Of these 16 patients, 12 either recovered or improved. Of the 12 cases that 
had been cured or improved, nine were discharged and three remained under 
care at the end of the period. Of the four unimproved cases, three were dis- 
charged, and one remained under care. Of the three unimproved, discharged 
cases, two turned out to be patients who had been ill for some time, without 
its being known by their families. They had been paranoid for at least two 
years before coming to the hospital. 

On the basis of these statistics, one sees that 75 per cent of the cases going 
through this organization have been either recovered or improved. If one 
omits the two chronic cases for whom, as Dr. Sullivan has already said, such 
a method of treatment or any method of treatment seems to be of no great 
value, it will be seen that about 85 per cent of these 14 cases have been 
either recovered or improved. 

Another objection that might be made to this plan is: What is going to 
happen to those patients when they leave a situation of this sort, which is 
perhaps from a superficial point of view rather artificial? Will they not, in 
coming up against the world of reality again, have a return of their symptoms? 
I should say that this objection is rather more theoretical than real. The 
same question occurred to my mind when I first took over the ward. The 
patients, however, passed from this ward to the parole ward and from the 
parole ward out into the world without any significant difficulties. 

I might also say that this particular method of treatment seems to be of 
greater value for the cases predominantly catatonic and schizophrenic than 
those predominantly paranoid in symptoms. I hope that the figures which I 
am able to present will be rather impressive and that the formation of similar 
organizations elsewhere will be encouraged. 


Dr. Grecory ZILBoorG (White Plains, New York).—I think this is the 
first encounter between Dr. Sullivan and myself on the floor of The American 
Psychiatric Association, but in various other meetings we have had many 
pleasant opportunities to thresh out certain differences which I believe are 
more superficial than actual. 

The fundamental contentions of Dr. Sullivan’s paper could be briefly sum- 
marized as follows: 
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First, the schizophrenic presents no special difficulties as regards trans. 
ference reactions. I think that this point at least, made by himself, will make 
it possible for him to agree that the psychoanalytic technique which I haye 
used in schizophrenics is probably workable since it led me to the same 
conclusions. 

Second, the point of view of fixation borrowed from the general theory 
of neuroses is not entirely justified in our work with schizophrenics, for the 
schizophrenic process presents a number of definite clinical features, the 
origin of which is not dependent upon any definite fixation; hence the essential 
features of our therapy in schizophrenia are not so much the release from a 
point of fixation as the reconstruction of the whole personality. So far so 
‘good. However, certain contentions of Dr. Sullivan’s paper ought to be 
approached with at least some doubt. On the basis of my clinical experience 
I feel compelled to believe that one is not justified in viewing the problem of 
technique too casually; this technique permits us to enter into the deepest 
layers of the human personality and should not be discarded with that ease 
which permits Dr. Sullivan to say: “Send them to an analyst who is psy- 
chiatrically trained but who is not too orthodox with regard to psycho- 
analysis.” My contention is: send the patient to an analyst who is very well 
trained but beware of the analyst who has had poor psychiatric training. The 
great difficulty of the situation lies in the fact that the psychiatrist looks with 
suspicion at the analyst because he knows no analysis, while the analyst is 
just as suspicious of the psychiatrist because the analyst knows no psychiatry. 
This attitude, covered with a mask of mutual admiration at public meetings, 
is based on the deep unconscious feeling: “I know something that thou dost 
not comprehend.” This attitude does very little for the progress of therapy 
in general and that of therapy of schizophrenias in particular. 

Dr. Sullivan’s emphasis on the socialization of the personality of the 
schizophrenic is of extreme importance, and I believe that the so-called 
socio-psychiatric methods are those which are covered by the term “ reality 
testing” which to me is a part of every scientific psychoanalysis of a schizo- 
phrenic. That is the reason why I consider Dr. Sullivan’s method nothing 
more than a series of preliminary measures which do not reach deep 
enough. 

The rernark that the paranoid schizophrenic is much better off than a healthy 
individual cannot obviously be taken seriously. Any psychotic prefers his 
psychosis to being well; otherwise he would not have embarked upon a 
psychotic path. If this were to serve as an impulse for and criterion of our 
therapeutic measures, we should refuse to treat a manic because he is so much 
happier than when he was well. 

I have already talked more than I should have, and said less than I wanted 
to. I shall therefore conclude by emphasizing that in psychiatry, as in medi- 
cine, we cannot and should not concentrate on treating symptoms rather than 
diseases; that the subjective alleviation of symptoms, particularly in schizo- 
phrenics, is of no therapeutic significance ; and that social recovery is not a 
recovery in the real sense of the word, since a patient may make a complete 
social recovery and continue to remain psychotic. 
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_ CHAIRMAN Britt.—I would like to have this discussion continued, but 
ake | regret very much that we have not much time. As Chairman, I will use 
- my prerogative to say a few words about the subject. 
me I have been interested in this problem from the beginning of my exis- 
’ tence aS a psychiatrist, and I have treated schizophrenics psychothera- 
ory peutically, 1 might say analytically, for a long time. In fact, I have in mind 
the patients who were treated hy me psychoanalytically 18 or 19 years ago. 
the When I reported here some of these cases about two years ago, I en- 
tal titled my paper “ Psychotherapy of Schizophrenia” because I did not use 
bes lege artis analyses because I found that I had to change my analytic tech- 
te nique to suit my cases. The reason I did not use such definite terms as 


were given here by the speakers is because I really do not believe that we 


se: have reached the stage of definite formulations. One thing I am sure of, 
- and that is that by using as much of psychoanalysis as the patient can 
- digest and by resorting to the techniques mentioned by both speakers, 
4 modifying them to suit the occasion, I have been able to accomplish re- 
sults. I did not do exactly what Dr. Sullivan recommends. Thus, some of 
* my greatest successes have been with female patients. Nor have I done 
‘ everything that Dr. Zilboorg describes. But, listening to them, I do know 
" that I have done everything that they recommend and have deviated as 
ig f much as they did to suit the particular patients. 
; The patients I have in mind I did not have to send to any hospital. 
c They were all cared for at home. With such cases I had the best results. 
st What impressed me in Dr. Sullivan’s paper is the hopefulness that it 
7 inspires. It is very pleasant to hear such papers and such discussions as 
were given by Dr. Zilboorg and the others. The therapeutic future of 
schizophrenia looks quite hopeful. 
d I know perfectly well there are many others who would like to discuss, 
& but owing to the late hour, I regret that I have to ask Dr. Sullivan to close 
: the discussion. 
. Dr. SuLLIVAN.—Many important things have come up in the dioceenion.| 
' I can only express my gratitude to Dr. Silverberg for the report on what 
; N has been going on at Sheppard, and take this opportunity of emphasizing | 
4 again the great prognostic importance of insidious onset where the indi- 
, vidual has very gradually gotten eccentric and become far different from | 
" his previous personality, before conspicuous phenomena pointed to his / 
: being psychotic. That patient, so far as I know, is in a very bad way, and/ 
not apt to profit from the sort of effort I have been talking about. 
The urgency of the early socialization is one of the points I am most 


anxious to carry over to you. Every disappointment the patient undergoes 
is another obstacle to his recovery. 

, As to the possible institutional results, there Dr. Silverberg and 
Dr. Zilboorg were superficially at difference; Dr. Silverberg remarked 
that the social recovery, which is accomplished in this process, is a defi- 
nite growth in personality, and Dr. Zilboorg made the statement, which 
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may have been the result of limitations on his time, that social recovery 
does not mean any sort of recovery. It seems beyond argument that there 
is an improvement in personality if one changes from obvious psychosis to 
a considerable measure of ability to live in one’s environment. The fact 
that the patient can be carried to the point where he knows how to keep 
out of trouble is at least economically and pragmatically useful. It seems a 
century or two too early for enforcing perfection in this one field of human 
welfare work. 

I have heard a good deal about the “choice of psychosis” and the 
difficulty of “curing” schizophrenics because they were “so much better 
off” in the psychosis than were they previously. I think that this inter- 
pretation is only one of several possible interpretations; I have seen a 
good many schizophrenics, and it does seem to me that they have passed 
from the frying pan into a very active fire by becoming schizophrenic. 
I do not think we are laying a sound foundation for therapeutics by 
holding that the patient prefers being psychotic to being well. That this is a 
superficial statement of the view, I quite realize. It is fairly close, however, 
to the discoverable content of those who talk this way. If some profound 
truth is concealed in it, so much the worse for those who cannot express it 
more adequately—and for those who might profit from understanding it. 

The paranoid maladjustment, by which others are found to blame for 
one’s difficulties, does contribute a certain measure of self-respect, and 
these patients require that you will guarantee them more self-respect be- 
fore they will give up their paranoid adaptation. That is apparently a 
difficult achievement, at least for me. That is what I meant when IT said 
they had something much better than at least can be our first offers to them 
in socialization. 

I am grateful to Dr. Brill for his comment. I do not regard the con- 
ceptions I am presenting as wholly revolutionary or original. I am 
most emphatically in accord with his remark on the feasibility of non- 
institutional care for early schizophrenics; a work to which I am now 
devoting myself. His comment supports my thesis; namely that the gen- 
eral adoption of this orientation in the treatment of incipient schizo- 
phrenia and of all younger patients of acute onset; with the creation of 
convalescent camps and open institutions to which these patients can be 
sent; should be regarded neither as a hope of the distant future nor a 
particularly expensive procedure. It seems to me that this addition to 
the modern state hospital service will pay far larger dividends on the 
taxpayers’ money, than does the current type of custodial care and acci- 
dental treatment of schizophrenics, and that it would give the youth of 
today something like a fair chance of surviving at least the first episode 
of schizophrenic disorder. 
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TREATMENT OF GENERAL PARALYSIS. 
RESULTS IN 197 CASES TREATED FROM 1923-1926.* 


By LELAND E. HINSIE, M. D., ann JOSEPH R. BLALOCK, M. D. 


One of the most interesting and enlightening studies in the treat- 
ment of general paralysis deals with the clinical outcome as it 
manifests itself after variable periods following therapy. It is a 
well-known fact that statistics on the clinical results vary from 
year to year as a given group of treated patients is followed. 
Bunker observed that at the end of four and one-half to ten years, 
of 28 patients who had originally attained a complete remission, 
23 were still in that condition. His figures were compiled from the 
reports of the Wagner von Jauregg Clinic and of the New York 
State Psychiatric Institute and Hospital. The figures referred to 
patients treated by malaria. 

O’Leary and Brunsting also reported on the clinical outcome 
after malarial therapy, administered from two to five years prior 
to their report. The report covered the results in 179 patients. 
Thirty-eight per cent of the patients were in a state of clinical 
remission; 31 per cent were described as improved; 17 per cent 
showed no appreciable change ; and 14 per cent were dead. 

The report of Jacobsen, Thune and Bissing, with respect to the 
outcome in 124 malarial-treated patients with general paralysis, 
covers a five-year period. At the end of that time slightly more 
than 24 per cent of the patients were said to be in a state of full 
clinical remission ; 25 per cent showed incomplete remission ; 23.4 
per cent were considered unchanged ; 23.4 per cent were dead ; 4 per 
cent were unaccounted for. 


* From the clinical department of the New York State Psychiatric Institute 
and Hospital, New York, N. Y. Read at the eighty-seventh annual meeting 
of The American Psychiatric Association, Toronto, June 2-5, 1931. 

The research program that led to the results contained in this report 
was planned and initiated by Dr. George H. Kirby, Director of the Psychiatric 
Institute. He has been consistently helpful in the furtherance of the original 
and subsequent investigations with respect to general paralysis. 
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The most comprehensive collection of data on the clinical out- 
come of general paralytic patients treated by malaria was compiled 
by Bunker, whose figures showed that “of 2460 malaria-treated 
cases of general paralysis collected from the literature, a full 
remission occurred in about 27 per cent, with the production of an 
incomplete remission in an additional 26 per cent.” 

Tryparsamide has likewise enjoyed an enviable reputation as a 
therapeutic agent in general paralysis. Again reference is made to 
the observations of Bunker, who wrote that “ of 542 tryparsamide- 
treated cases of general paralysis collected from the literature, full 
remission of mental symptoms and restoration of the patient to 
approximately his former status occurred in about 35 per cent.” 

With the foregoing survey for general orientation we should 
like to summarize the results of treatment in 197 patients with 
general paralysis, treated at the New York State Psychiatric Insti- 
tute from July, 1923, to July, 1926. During this three-year period 
211 patients with a diagnosis of general paralysis were treated. 
A complete survey of all available case material (197 cases) was 
made in 1930. Hence, the present report gives in cross-section the 
status of the patients as it appeared from approximately four to 
seven years after the termination of treatment. The case material 
is divided into three groups from the standpoint of the therapeutic 
measures employed. The first group is composed of male and 
female patients treated by malaria alone ; the second group is made 
up of male and female patients treated by tryparsamide and mer- 
cury alone ; and the third group includes male and female patients 
treated by a combined course of malaria and tryparsamide. 

By the term “ remission” we refer to the clinical state in which 
the patient approximately regains his pre-psychotic level of adapta- 
tion—social, economic, and to a greater or lesser extent physical. 
Those patients who achieved definite improvement, but whose 
clinical condition was evidently inferior to that of the pre-psychotic 
level, were called “ improved.” Throughout the present survey the 
clinical condition was evaluated as of 1930. In each instance clinical 
outcome was determined by a comparison of the pre-psychotic level 
of adaptation with the level of adaptation exhibited in 1930, the 
individual himself serving as the control of the condition ascribed 
to him. 
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I. CLINICAL DATA. 
A. MALARIA. 


The clinical outcome of 105 patients treated by malaria alone are 
summarized as follows: 


Number of 


patients. Percentage. 
105 100.0 


It is evident that the remission rate at the end of the period under 
consideration (four to seven years) has fallen below that commonly 
reported within a year or two following therapy. The usual 
remission rate at the end of the first or second year is ordinarily 
30-35 per cent. The greatest variation occurs in the death list 
(43.8 per cent), which is approximately twice that generally en- 
countered within the first year or two following malarial treatment. 
Fewer deaths occur among the group that originally achieved a 
level of remission. The majority of the deaths following treatment 
occur among those whose condition is essentially unaltered by 
treatment. 

From the standpoint of responses relative to sex the findings are 
interesting. Indeed, as will be shown in detail later, it has been 
found that as time goes on female patients with general paralysis 
attain a better clinical level than male patients do. This statement 
holds true in the case of malaria alone and of tryparsamide alone. 
The following tabulation refers only to the outcome in malarial- 
treated cases: 


Male. Female. 
13 (15.3%) 4 (20%) 


85 20 
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B. TRYPARSAMIDE. 


The clinical outcome of 60 patients treated by tryparsamide 
(ordinary dosage, 3.0 gm.) and mercury (salicylate gr. i) are 
summarized in the following table. 


Number of 


patients. Percentage. 
60 100.0 


From the foregoing table it is evident that the decline in the 
remission rate as observed from four to seven years after treat- 
ment has ended is not as great under tryparsamide as under malarial 
therapy. The percentage of deaths is about the same in both groups 
(malaria 43.8 per cent; tryparsamide 45 per cent). In treatment 
by tryparsamide the increase in deaths occurs principally among 
those patients whose condition had originally been described as 
improved or unimproved. 

In the series of cases reported here males did not respond as 
favorably to tryparsamide as females did. 


Male. Female. 
4 (20% ) 4 (10%) 
20 40 


C. COMBINED MALARIA AND TRYPARSAMIDE. 


Ordinarily those patients who received both malaria and trypar- 
samide were not selected particularly for such combined treatment. 
That is, it was not anticipated that they would undergo such a 
course. Generally if patients did not show any appreciable progress 
after malarial therapy had been given a reasonable trial, they were 
given tryparsamide. The interval between malaria and trypar- 
samide treatments was at least six months. The results are sum- 
marized in the following table: 
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Number of 


patients. Percentage. 
32 100.0 


The remission rate under combined therapy is lower than that 
observed in malaria alone and in tryparsamide alone. However, 
when it is considered that these patients on the whole had shown 
very little progress under malarial treatment it seems fair to call 
attention to the improvement achieved under both forms of treat- 
ment. It is to be noticed that the death rate is lowest under the 
combined treatment. 

It may be stated that from the standpoint of clinical remissions 
tryparsamide ranks first (28.4 per cent) ; malaria is second (21 per 
cent) ; combined malaria and tryparsamide treatment, under the 
special circumstances reported herein, is third (15.6 per cent). 

When the percentages of remission and of improvement are 
combined there is little to choose from, for under malaria alone the 
percentage is 40; under tryparsamide alone it is 41.7; and under 
combined malaria and tryparsamide it is 37.5. 

It is to be regretted that we did not run a series of patients who 
could have received tryparsamide directly upon the completion of 
malarial therapy. As it was there was approximately a six months’ 
interval between the two forms of treatment, because at the time 
it was not expected that those who originally received malaria were 
later to get tryparsamide. Theoretically it might be expected that 
a combined course of malaria and of tryparsamide would give the 
most favorable results. ; 

From the standpoint of responses among males and females the 
figures in the combined form of treatment are as follows: 


Male. Female. 


20 12 
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D. SUMMARY OF CLINICAL OUTCOME. 


When now the statistics of the preceding pages are grouped 
without reference to the nature of the treatment employed the 
figures are as follows. The table is based on the findings in 
197 patients (125 men and 72 women). 


Percentage. 


Percentage. Male. Female. 
22.3 18.3 29.1 


It appears from these figures that in the long run female patients 
with general paralysis respond more favorably to the therapy 
instituted than male patients do. 

Of the patients living at the time the survey was undertaken 
(1930), almost 57 per cent were at home and 43 per cent were in 
hospitals for the care of the mentally sick. The larger percentage 
of patients at home were women. 


E. Lire EXPEcTANCY. 


It has been estimated that in the absence of such treatment pro- 
cedures (tryparsamide and malaria) as have been outlined in this 
communication, it may be presumed that the average patient with 
general paralysis who dies while in a hospital, spends about 
1.5 years in the hospital. Women live about one-half year longer 
than men. 

We were able to study the life course of general paralysis in 
179 cases. When this group was re-examined (in the spring and 
summer of 1930) 60 per cent of the original patients treated were 
living. Hence, it is more accurate to point out that the figures 
represent the course of life as reviewed from four to seven years 
after the beginning of treatment. 

Of the total number of patients (43) who gained a level of 
remission and about whom reliable data could be secured, the 
average duration of the psychosis before treatment was begun was 
24 months. Those whose condition was regarded as improved had 
had their psychosis on the average 26.9 months before treatment 
was started. The figures for the unimproved group were 21 months 


| 
| 


1931] LELAND E. HINSIE AND JOSEPH R. BLALOCK 547 


and for those that died 27.2 months. It seems therefore unreliable 
to gauge the outcome of treatment on a basis of duration of psy- 
chosis before treatment is begun. 

This is more vividly called to our attention when we consider 
that the duration of the psychosis before treatment averages 30.2 
months among women and 25.0 months among men. Although as 
a rule women get treatment much later than men do, the remission 
rate among women is greater than it is among men. 

Among the patients who were in a clinical remission (as of 
1930) the average duration of life since treatment was started 
is thus far 67.5 months. Those patients who were reported as 
improved have lived on the average 61.5 months ; those in the un- 
improved group have averaged 65.7 months. The lowest figures 
are found in the group that died, the average duration of life 
following treatment being 22.7 months. When the figures of the 
first three groups are combined it is observed that up to the time 
that this survey was made all the patients living have been living 
for an average of 64.9 months since treatment was started. 

Although women received treatment later in their psychosis 
(average 30.2 months) than men (25 months), those who died 
lived slightly longer (24.1 months) than the men did (22.1 months). 

Among the women who were described as being in a clinical 
remission (as of 1930), the average duration of psychosis before 
treatment was 28.1 months, whereas in a comparable group of men 
the duration was 20.1 months. The women in the improved group 
had had their psychosis for an average of 25.8 months before treat- 
ment, while the men in this group had a slightly higher duration, 
27.5 months. Of the female patients whose condition was defined 
as unimproved the duration of the psychosis before treatment 
averaged 24 months, while among the men it was 20.5 months. The 
figures for those who died were 37.6 months for the female group 
and 22.8 months for the male group. 

According to our statistics female patients with general paralysis 
live longer than male patients, under the treatment measures out- 
lined in this communication. Thus far the average length of life, 
since the institution of treatment, has been 53.8 months for women 
and 42.8 months for men. These figures include all patients, the 
living and the dead. 
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When we compute the duration of life from the onset of general 
paralytic symptoms, it is again found that women outlive men, 
As the figures now (1930) stand the average for women is 84 
months and for men 67.8 months. If there is any glory in general 
paralysis women have undisputed claim to it. 

Finally, without respect to the type of therapy administered, it 
may be stated that the probable expectation of life, after general 
paralytic symptoms have once set in, is on the average 73.5 months, 
When it is appreciated that the patients reported in this series 
showed full-fledged symptoms for an average of not less than 
26 months before treatment was begun, these figures assume im- 
portant proportions. Almost all of the patients were in a condition 
serious enough to warrant commitment by court order. 

Studies on the duration of life from the standpoint of the type 
of therapy administered show some interesting results. Taking the 
beginning of treatment as the starting point for this discussion, it 
was found that, irrespective of sex, the duration of life (as of 
1930) among the malarial treated patients averages 40.2 months; 
the duration of life among those treated by tryparsamide averages 
53-9 months; and the duration of life among those who received 
both malaria and tryparsamide averages 63 months. From the 
standpoint of longevity alone it appears that the combined form of 
treatment is to be preferred. 

Female patients who received only malarial treatment have lived 
longer since the institution of treatment than male patients have. 
The difference, however, appears not to be especially prominent. 
The figures are 42.3 months for women and 39.7 months for men. 

Male patients who received only tryparsamide have thus far 
outlived the female patients who received only tryparsamide, the 
figures being for men 56.8 months and for women 51.8 months. 
The time is computed from the period of first treatment. 

Female patients who received both malaria and tryparsamide 
have thus far outlived the male patients who received combined 
therapy. The figures are 68.3 months among the women and 59.5 
months among the men. Again it may be assumed that the com- 
bined form of therapy is more conducive to prolongation of life 
than is either malaria or tryparsamide in themselves. 
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There is still another angle to the question of longevity. When 
the patients who are dead are not considered, the average duration 
of life (of the patients living) is 64.9 months. It may be said as a 
generality that if a patient survives the first six months following 
the beginning of treatment, the chances are that he will live at least 
five and one-half years from the time treatment was started. 

In concluding the question of “life expectancy” there are a 
few general comments that seem warranted. It may be roughly 
estimated that the chances are 60 out of 100 that a patient with 
general paralysis will be alive four years after treatment has been 
started. It appears that the treatment of choice is malaria followed 
by tryparsamide. On the whole, women respond more favorably 
than men do. 


F. OuTCOME AND REACTION TYPES. 


It is not always an easy matter to classify the clinical types of 
general paralysis as set forth by Kraepelin. The classical types in 
our experience are in the minority. This difficulty is not altogether 
a personal one arising from the physician, but probably is more 
frequently due to an admixture of clinical features, a situation that 
does not particularly lend itself to the grouping formulated by 
Kraepelin. Nevertheless, such a classification was attempted and 
resulted in the subjoined arrangement. 

Of the total number of cases 13.8 per cent were classified as 
“manic,” 30.3 per cent as “ expansive,’ 40.1 per cent as “ simple 
dementing,’ and 15.8 per cent as predominantly schizophrenic. 
Including both male and female patients the clinical outcome was 
tabulated as follows. The figures are to be read in terms of 
percentage. 


,Simple 
Manic. Expansive. dementing. Schizophrenic. 
Per cent. Per cent. Per cent. Per cent. 
19 37 18.0 4.2 
24 19.5 21.5 25.0 


With time there is a shifting of patients from one column 
to another. The shifting takes place principally with respect 
to the clinical status of the patient. Perhaps one of the outstanding 
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changes comprises the increase in the death rate of all groups, but 
particularly of the “manic” and “expansive” groups. There js 
an increase in the remission rate among those classed as “ 


simple 
dementing.” 


G. CAUSES AND RATE OF DEATH. 


Of the 79 known deaths it was possible to state the cause of 
death with reasonable certainty in 63 instances. The subjoined 
table covers this question. 


Cause of death. Male 


Female. 

General paralysis (without convulsions)............ 15 15 
General paralysis (with convulsions)................ 13 3 
I 0 
2 0 

42 21 


Perhaps one of the most outstanding differences between the 
male and female groups is the matter of convulsive seizures as 
terminal manifestations. A large proportion, almost 31 per cent, of 
the male patients died in convulsive seizures, whereas such seizures 
were observed in about 14 per cent of women. Cerebral pathology 
accounted for a little more than 74 per cent of the deaths. Eleven 
per cent of the deaths were associated with a pulmonary disorder. 
There were few deaths associated with causal pathology of the 
cardio-vasculo-nephritic system. 

The death rate was highest during the first six months of treat- 
ment, 53.3 per cent of the total number of deaths occurring during 
this period. By far the greater part of the 53.3 per cent of deaths 
came from the malarial treated group. The remaining deaths were 
spread over an approximately five-year period with fairly even 
distribution. 
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II. LABORATORY DATA. 


Many investigations have been made by others on the influence 
of modern treatment procedures on the blood and spinal fluid 
Wassermann reaction. Ordinarily treatment brings about a reduc- 
tion in the intensity of the Wassermann reaction and the reduction 
may take place from a few months to a few years after the com- 
pletion of treatment. In many instances the reduction does not 
go on to complete negativity ; in a relatively few cases the Wasser- 
mann reaction remains uninfluenced. 

As a rule, the cell count of the spinal fluid is the first factor to 
show changes; almost invariably the cell count is reduced to 
normal limits. The globulin content is not as readily influenced, 
although as time goes on it too becomes negative. It has been 
reported that the colloidal gold curve is the most resistant factor, 
although in a large number of instances it eventually becomes 
negative. 

In 1930 we were able to study the blood and spinal fluid Wasser- 
mann reactions and the colloidal gold curves in 67 patients, who 
had been treated between July, 1923, and July, 1926. In these 
67 cases 77.7 per cent of the patients had negative blood Wasser- 
mann reactions; 22.3 per cent were positive. The spinal fluid 
Wassermann reaction was negative in 83.1 per cent of the patients 
and positive in 16.9 per cent. The colloidal gold curve was negative 
in 93.7 per cent of the patients and positive in the remaining 
6.3 per cent. 

According to these findings it appears that as the years go by 
negative laboratory luetic findings continue to increase. The in- 
crease is greatest in the colloidal gold response, least in the blood 
Wassermann reaction and between the two is the increase in the 
spinal fluid Wassermann reaction. This change of pace is contrary 
to that observed after the first or second year of treatment. 

It is interesting to observe the changes that take place in succes- 
sive years. We have statistics on 63 patients, who were examined 
about once a year for five years. The subjoined table summarizes 
the results. The figures are expressed in percentages. 
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Negative blood Negative spinal colloidal 

Time. Wassermann. fluid Wassermann. gold curve, 

Per cent. Per cent. Per cent. 


In the accompanying table we have included only those cases 
who have had all three tests carried out each year. In the table the 
figures represent negative findings that remained consistently nega- 
tive after they once became negative. 

Statistics on 64 patients are available, which correlate the type 
of therapy with laboratory results. Of these 64 patients 25 had 
received malarial treatment only, 20 had received tryparsamide and 
mercury only, and 19 had received combined malaria and trypar- 
samide. In 75 per cent of the tryparsamide-treated patients com- 
plete negativity of the blood and spinal fluid Wassermann reactions 
and of the colloidal gold curve took place (as of 1930). The same 
tests were negative in 56 per cent of the malarial-treated patients 
and were negative in 52.6 per cent of those who received the com- 
bined form of treatment. 

Hence, it may be stated that tryparsamide is the most effective 
agent in the long run in the production of simultaneously negative 
phases in the blood and spinal fluid Wassermann reactions and in 
the colloidal gold curve. 

Of the total number of remissions, irrespective of the type of 
therapy, 54 per cent of the patients gained completely negative 
findings in the blood and spinal fluid; the precentage was about 53 
among the “imnproved” group. But the greatest percentage of 
completely negative results was found among the “ unimproved” 
group of patients; it was 62 per cent. 

Again one repeats what has so frequently been pointed out 
before, namely, that there is no close parallelism between the 
clinical and the laboratory status. 

The percentages of negative laboratory findings from the stand- 
point of clinical reaction types are recorded in the subjoined table. 
It will be seen therein that the highest percentage of negativity of 
the blood Wassermann reaction occurred in the simple dementing 
group. 
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PERCENTAGE OF NEGATIVE FINDINGS. 


81 PATIENTS. AS OF 1930. 


Simple 
Manic. Expansive. dementing. Schizophrenic. 
Blood Wassermann .......... 37.5 30.8 57-4 53.8 
Spinal fluid Wassermann...... 55-7 71.4 74.3 72.7 
Colloidal gold curve.......... 83.3 87.5 87.8 64.2 
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SUMMARY. 


The communication comprises a report, from the clinical and 
laboratory standpoints, of the 1930 status of 197 patients with 
general paralysis treated from July, 1923, to July, 1926. The report 
covers three separate methods of treatment, namely, (1) malaria, 
(2) tryparsamide, and (3) combined malaria and tryparsamide. 
There were 125 male patients and 72 female -patients. 

A. The findings common to both male and female patients 
irrespective of the type of treatment were as follows: 

1. The remission rate was 22.3 per cent, having been 18.3 per 
cent among the male patients and 29.1 per cent among the female 
patients. 

2. The deaths amounted to 40.2 per cent. Forty-three per cent 
of the male patients, and almost 35 per cent of the female patients 
were dead. 
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3. In 1930 almost 18 per cent of the original group were con- 
sidered improved. Nineteen per cent of the men and 15 per cent 
of the women were called improved. 

4. Almost 20 per cent were considered unimproved. Nineteen 
per cent of the men and 21 per cent of the women were unimproved. 

5. Of all the patients living in 1930 almost 57 per cent were at 
home and 43 per cent were in hospitals for the care of the mentally 
sick. 

6. The clinical outcome in the female patients in this series was 
more favorable than the clinical outcome in the male patients. 

B. As regards types of treatment: 

1. The highest remission rate was in the group treated by tryp- 
arsamide (and mercury) alone, viz., 28.4 per cent. The remission 
rate in those treated by malaria alone was 21 per cent. The re- 
mission rate of those treated by tryparsamide, after malaria had 
failed to produce any substantial gain, was 15.6 per cent. 

2. The percentage of deaths in those treated by malaria alone 
and by tryparsamide alone was about the same, viz., 43.8 per cent 
and 45 per cent, respectively. 

C. Longevity. 

Following all types of therapy outlined in this communication, 
the female patients live longer than the male patients. 

Although the duration of the psychosis before any treatment was 
administered was longer in the women (30.2 months) than it was 
in the men (25 months), the women live longer after treatment. 

The tryparsamide-treated patients have thus far lived longer 
(53-9 months) than the malarial-treated patients (40.2 months). 
Those who received both malaria and tryparsamide have thus far 
lived for an average of 63 months. 

D. Clinical outcome and reaction types. 

Those patients classified as ‘‘ expansive ” experienced the highest 
remission rate. Those with a schizophrenic coloring had the lowest 
remission rate. The greatest number of deaths occurred in the 
group classified as “manic.” With time many of the “ simple 
dementing ” form advanced from the “ improved” to the “ re- 
mission column. 
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E. Causes and rate of death. 

The greatest number of deaths occurred during the first six 
months following therapy ; the deaths during this period amounted 
to 53-3 per cent of all the deaths. 

Of the known causes of death the greatest cause is general 
paralysis (73 per cent). Fewer women than men die in convulsive 
seizures. 

F. Laboratory results. 

1. With time laboratory luetic findings tend to become negative. 

2. In 1930 the blood Wassermann reaction was negative in 
77.7 per cent of the patients; the spinal fluid Wassermann was 
negative in 83.1 per cent; the colloidal gold curve was negative 
in 93.7 per cent. 

3. The greatest incidence of negativity occurred among those 
patients who received tryparsamide. 

4. There seems to be no close parallelism between the clinical 
and the laboratory status. 

5. The greatest incidence of negativity occurred in the patients 
classified as “ simple dementing.” 
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DISCUSSION. 


Ds. CartyLeE A. Porteous (Montreal, P. Q.).—The few remarks I am 

going to make will not be in the way of discussion so much as confirmation 
of what Dr. Hinsie has stated. A possible factor in the longer life in women 
is the more sheltered life which some of them lead, as compared with men, 
following their treatment; possibly also a greater likelihood on their part of 
being guided by medical advice and observing the useful post-treatment 
precautions. I agree with Dr. Hinsie in the type of case in which he has the 
best results. An interesting point which I wish Dr. Hinsie had worked out 
concerns the age groups. We have found that we are attaching considerably 
more importance to the ages of the patients than to the mental or physical 
symptoms. The best age for favorable results is 40 to 50, those older being 
less amenable to treatment. 
I have a report of 20 cases of ex-soldier patients at St. Anne Bellevue Hos- 
pital who have been treated for general paralysis and who were treated with 
malaria and tryparsamide. In 11 of these 20 we know that the primary infec- 
tion occurred in the army. Out of these 20 treated, we have five discharged 
improved or recovered, three discharged to care of family, seven improved 
but requiring hospitalization and five stationary. 


Dr. C. NEYMANN (Chicago, Ill.).—I wish to congratulate Dr. Hinsie and 
Dr. Blalock on the marvelous summary and review of 197 out of a total num- 
ber of 210 treated cases. Such a summary is a most arduous and difficult 
task. One conclusion is apparent, namely, that every case of syphilis of the 
central nervous system should be treated even if the patient is not in excellent 
physical condition. 

With the permission of the Association I would like to demonstrate a few 
slides which show the results of treatment with artificial fever produced by 
diathermy. These patients were all suffering from dementia paralytica. We 
believe that this form of hyperpyrexia is superior to any other form of fever 
treatment because it allows a therapeutic dosage, has no death rate, and in 
certain cases permits one to treat the patient ambulantly. (Dr. Neymann then 
showed several slides of charts. There charts showed no death rate by 
diathermy, while the death rate with malaria and sodoku are 10 per cent and 
18 per cent respectively. The remission rate was also greater. ) 


Dr. G. H. STEVENSON (Whitby, Ont.).—Treatment of general paresis in 
Ontario in recent years has centered chiefly on tryparsamide and malaria. 
There are two questions that I have been asking for several years, and which 
I would like to have Dr. Hinsie answer if possible. First, believing that 
malaria is a much more dangerous treatment than tryparsamide, why should 
we not give tryparsamide to every case of general paresis, reserving malaria 
for those cases which do not respond to tryparsamide. I am aware that in 
some centers, it is customary to inoculate the paretic patient with malaria 
before tryparsamide has been employed. Is this not a dangerous practice? 
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Secondly, I should like to know whether one can say from the clinical ex- 
amination of the paretic patient whether he is more likely to respond to 
malaria or to tryparsamide, providing there are no contra-indications to either 
of these treatments. 


Dr. L. E. Hinste.—It seems that with time and further experience, we are 
coming to a better understanding of the relative efficacy of treatment proce- 
dures that have been formulated within the past several years. Although the 
total number of cases that have been treated at the New York State Psy- 
chiatric Institute is not large enough to warrant the expression of a final 
opinion, nevertheless, it is of no small consequence to know the results of 
treatment in 197 patients, who were treated from four to seven years before 
the review was undertaken. On the whole, our findings are in agreement with 
the findings of others, save from the standpoint of the clinical outcome among 
women. From the start, it has been the experience of those who have used 
tryparsamide that it is one of our most useful therapeutic agents. 

In answer to Dr. Porteous’ inquiry, I would say that the clinical outcome, 
under various forms of therapy mentioned in the body of the paper, did not 
seem essentially influenced by previous forms of treatment. We recall the 
findings of Raynor, who reported a remission rate of approximately four and 
one-half per cent in untreated cases of general paralysis. Furman was able to 
report a remission rate of between five and six per cent among general 
paralytic patients receiving the usual (salvarsan and heavy metals) anti- 
syphilitic measures. 

There are indications and contraindications for the employment of tryp- 
arsamide or of malaria. Briefly, any patient with general paralysis who, 
without his general paralysis, would be a poor risk under a high fever should 
not receive malarial therapy. For instance, a pronounced cardiac, pulmonary 
or renal involvement would entail too high a danger. The contraindications 
for the use of tryparsamide are few. Perhaps one may still mention the care 
that must be taken with regard to the optic tract. With ordinary care optic 
conditions due to tryparsamide itself need not be considered a deterrent. 

At the present time we are continuing our interest in general paralysis 
through the use of a short wave radio apparatus. We have not had any ex- 
perience with diathermy. We are particularly interested in some of the recent 
work reported by Dr. Neymann on the influence of diathermy in the group of 
neurosyphilitic syndromes. 
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THE ROLE OF THE PSYCHIATRIC DEPARTMENT IN 
RELATION TO THE PEDIATRIC DEPARTMENT 
IN A GENERAL HOSPITAL * 


By ERIC KENT CLARKE, M.D., 
Associate Professor of Medicine, Director Division of Psychiatry, 
Rochester, N. Y. 

Psychiatry in most medical centers has not been regarded as 
more than a step-brother of the other branches of the profession. 
So long has psychiatry been concerned with the grossly abnormal 
that a close relationship with general medicine has been slow to 
develop and is still too frequently regarded with suspicion. In 
recent years, much progress has been made by psychiatry on its 
own. The mental hygiene movement has done much to advance 
the general scope of the work. Strange as it may seem, the greatest 
advance has been made outside of the medical profession. 

The child guidance clinic is well established, the nursery school 
is no longer regarded as a curiosity, departments of child study 
are to be found as an integral part of most of the educational 
systems of the larger communities. Courts, both juvenile and 
adult, have taken to psychiatry and while it has not proved to be 
the panacea that some prophesied, still it must be granted that 
much that is of scientific value has come from the development. 
There is much that remains to be done. Travelling clinics are 
reaching out to serve rural communities. Mental hygiene for 
students in college is rapidly gaining new converts in the universi- 
ties both large and small. These are all examples of the advance 
that has been made in social psychiatry. 

But if we view the other side of the field, that of the purely 
medical realm, the general hospital, the picture is entirely different. 
The psychiatric clinic is frequently entirely missing, or if there is 
one, too often it is an unwanted offshoot of the neurological clinic, 
crowded into an inadequate corner and faced with every disad- 
vantage that can handicap the work, chiefly through lack of con- 
sideration and vision on the part of the physician who has not 


learned to use the assistance that a well-organized psychiatric clinic 
can give. 


* Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, Toronto, June I-5, 1931. 
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Perhaps our opportunities in Rochester are unusual. Our medi- 
cal school is very young and has had no local tradition to bind 
it down. Our endowment is a most generous one, and our new 
buildings, for both medical school and hospital, have been planned 
to give every branch of medicine the maximum efficiency. The 
psychiatric program was carefully planned to play an important 
part in the entire organization. In the beginning the administration 
was candid in stating that if psychiatry was to be developed as 
in many universities, they were not interested in it; in that case 
it could be adequately carried on in the state hospital a few blocks 
away. But if the emphasis could be placed on prevention and the 
treatment of incipient cases, and on a community program then 
it should be housed in the new buildings. Thus psychiatry has 
developed with us at the School of Medicine of the University of 
Rochester. 

Psychiatry has been developed as part of general medicine, with 
full time staff, a psychopathic division, out-patient clinic and as 
part of the general community mental hygiene program. We have 
had the great privilege of working out a program which includes 
the teaching of psychiatry, service to the community and research 
in ideal surroundings with every facility at our disposal. 

While a great deal of our work must of course be with adults, 
we soon found that the pediatric service had numerous children 
who presented serious psychiatric problems, and so our program 
has expanded to adequately meet the demands of the pediatric 
service. 

In the beginning ours was primarily a consultation clinic. All 
our cases were required to come to us through either the general 
medical or the pediatric clinic, so that each individual would have 
a thorough physical work-up. This ruling had the added advan- 
tage of keeping the psychiatric clinic very close to the others and 
offered students and the junior physicians an opportunity of re- 
ceiving additional psychiatric training. Weekly staff conferences 
are held to discuss all the cases that have passed through both 
clinics in the preceding week. 

At the end of the first year of the psychiatric clinic several points 
were brought home to us with surprising force and the need of 
more intensive work was clear. Both departments, pediatrics and 
psychiatry, discovered that there were many cases to which each 
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had much to contribute in a treatment plan. The entire field was 
fully considered and careful plans of development were worked 
out between the two services. 

Through a very generous grant from the Rockefeller Foundation 
it has been possible to expand our preventive psychiatric work 
with the close cooperation of the pediatric department. From the 
beginning one-half of the financial burden of our psychiatric pro- 
gram has been borne by the Health Bureau of the City of Rochester 
to insure adequate psychiatric service for the Board of Education, 
Society for the Prevention of Cruelty to Children and Juvenile 
Court. 

It was felt that our consultation type of service was not equal 
to the need and that facilities must be developed that would render 
intensive work possible with a limited number of carefully selected 
cases. To do this it was necessary to develop a special staff, trained 
to carry on the child guidance type of study and treatment. Our 
Rockefeller grant made this possible, but even this was not ade- 
quate and we felt that we should go further. 

Our first step was to establish within the hospital a child guidance 
clinic with its own psychiatrist, psychologist, social workers, and 
stenographic assistance. In addition, a nursery school for training 
was added for the study of our referred cases. This group has 
been built up of children from two to five years of age who pre- 
sent personality, behavior and other problems and who can be 
benefited by individual training within a small group. 

Practically all of the children referred to us presented real 
pediatric problems that frequently required prolonged treatment. 
Often indeed the psychiatric problem was a direct outgrowth of 
the physical one. We soon found that we had gathered a group 
of cases that still required active treatment by the pediatrician. In 
several the major symptom that demanded immediate treatment 
was a feeding difficulty which reverted back to an oversolicitous, 
overanxious mother. Our methods made it possible to treat both 
mother and child simultaneously. Our feeding problem cases, 
placed among other children of their own age, responded well. 

Several of our cases were the result of serious illness, such as 
poliomyelitis with considerable physical damage. Here it was 
possible to carry out remedial physiotherapy and at the same time 
break down invalid reactions that might serve as serious personality 
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handicaps in later life. One pair of twins were referred on account 
of extreme fears that proved to be the result of repeated mastoid 
operations. These fears soon resolved themselves in the daily 
hospital surroundings and both children are now adjusting well 
in public school. Another small boy was referred as he was un- 
manageable and too destructive in the home. He was one of 
identical twins. From birth he had been the stronger and healthier 
of the pair and had been rejected by both parents, who were much 
more attached to the weaker brother, and were irritated by the 
stronger who merely was anxious for attention. In our group the 
“angel child” of the pair proved to be a much more serious 
problem than the one for whom the study was originally requested. 
We demand that all children who are admitted to this group shall 
be of at least average intellectual endowment. Our group differs 
from the ordinary nursery school in that it is constantly changing. 
Our purpose here is definitely one of training and study. The 
children from this class graduate to kindergarten or to one of the 
regular nursery schools under the Board of Education or to 
private schools. Frequently children are brought into the hospital 
on the pediatric service and come to the nursery school during 
the day, returning to the ward at night. The transition is later 
made from the hospital to the home, returning each day to the 
class. For a short time we tried the experiment of boarding a small 
group of children in a foster home near the hospital. 1 believe 
that this angle of the work could be developed into a very useful 
adjunct but we were unable to carry this through satisfactorily. 
So successful was this first group that a second group was soon 
inaugurated for older children from eight to twelve years of age. 
The problems of this second group were naturally of a more 
severe type. Not only are the problems much more severe in 
nature, but they have existed for a longer period and in most the 
individual has encountered so much opposition that the peculiar 
mental reaction has become well ingrained. The collection of non- 
conformists in one room, in an effort to carry out an educational 
program offers much opportunity for difficulty. There are several 
factors that are common to all the problems. These youngsters are 
individualists. Practically all are hyperactive. The interest and 
concentration in any one subject is short-lived. Irritability, sensi- 


| 
} 
) 


1931] ERIC KENT CLARKE 563 


tiveness, belligerence and suspicion are fairly constant. The combi- 
nation of undesirable personality characteristics is without end. 

Fortunately there are several points in treatment that are appli- 
cable to all. While our aim has been to supply the maximum of 
academic work, for all our group are of at least average endow- 
ment, the course has frequently been roundabout. We took our 
cue from the special classes for retarded children, in making much 
of the manual side of the ability and of the project method of 
teaching. Once an interest is created, no matter how fleeting, the 
scope of the work can be steadily broadened. Work periods are 
short, the program varied, with plenty of stimulation, freedom of 
thought, and well-directed activity of both mental and physical 
types. It requires an excellent teacher to keep the lead of the 
situation and to have the patience and understanding to get the best 
out of each of the children and to suppress the undesirable 
tendencies. 

Some months ago it was decided to join the forces of pediatrics 
and psychiatry in the reorganization of the enuresis clinic. Enuresis 
seems to be a perennial standby of all pediatric clinics. Although 
every one has a “ sure cure” we still notice that there is no dearth 
of cases at the clinic in our hospital, nor in any other hospital that 
has been visited. The results of this study will be reported upon 
fully in a later paper. In passing here it may be stated that the 
cases fall roughly into three classes: 

(1) Those with an organic basis, which represent a very small 
number. 

(2) Those due to faulty training habits alone, representing a 
large proportion. 

(3) Those developing on an emotional basis and which consti- 
tute by far the largest number. A combination of 2 and 3 is also 
frequent. 

The child guidance type of study with social service, psycho- 
logical, physical and psychiatric contributions combined into the 
treatment plan is proving more successful than the former methods 
of treatment. Our success still is far from its goal for too fre-- 
quently the treatment must largely be carried out in the home by 
the very person whose earlier management created the problem. 
The collection of data, as to methods that have been successful, 
the probable cause of failure of treatment procedure, the person- 
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ality and emotional make-up of the patients, social backgrounds, 
family attitudes are all of value however. 

Weekly conferences are held between the staffs of the two 
departments, on all cases. These meetings have proved to be of 
much educational value. The linking of the two services has built 
up an understanding of each other’s problems that is very healthy, 
combining two types of approach to a mutual interest. Fortunately 
all members of our staff are on a full-time basis which allows a 
more consistent approach to our work. 

The project has proved a valuable training center for the young 
pediatricians and has given them an understanding of psychiatry 
that they did not formerly possess. It has given them a feeling that 
psychiatry is something that is applicable in cases that they meet 
each day, not something that is to be used only on rare occasions 
when they are called upon to commit some unfortunate person to 
a state hospital. It has developed in these young men a much 
broader point of view and has taught them to look farther than 
just the physical symptoms. In the next few months we are adding 
a full-time resident in child guidance, drawn from the pediatric 
service and who later plans to go back into pediatric practice. 

My own feeling is that the child guidance field is one that 
psychiatry has temporarily adopted and is fostering to be later 
handed back to its rightful place in pediatrics. 


DISCUSSION. 

Dr. Ropert B. McGraw (New York City).—Mr. Chairman, Ladies and 
Gentlemen: For the past six years there has been a psychiatric service in the 
wards of the Presbyterian Hospital. It has steadily grown, and we are quite 
sure that it will grow further. 

Dr. Clarke is lucky to be placed in a new medical school, in a position 
where the departments are more or less on an equal plane and with an assur- 
ance that other departments will cooperate. Others are not quite so fortunate 
and have to make their own place. It seems to me that the system of coop- 
eration between psychiatry and other departments probably is not as impor- 
tant as the interest which is shown by the individuals who are engaged in 
this work. 

There are some dangers in the assumption of such a coordinate role, as 
has been indicated in this paper, and I am glad to see that Dr. Clarke is not 
unaware of having child guidance or child psychiatry oversold. When this 
happens, it is bound to a certain extent to fall into disrepute, because of the 
inability to cope with the volume and intricacies of the problems which are 
presented to it for cure or management. 
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The matter of the general practitioner in his field has been emphasized. 
We must not forget that the country by and large is still under the care of 
the general practitioner and that the tremendous amount of work and enor- 
mous amount of study given to child behavior problems in such centers as 
child guidance clinics is not and cannot be practiced everywhere. When these 
clinics are established they make a great point of it and of the necessity for 
the “four-sided” service of social service, psychological studies, physical 
studies and psychiatric studies. All this work is extremely necessary, but we 
must sometimes abbreviate it, and it is well to digest it before arousing the 
public's appetite too keenly, I think. 

The intensive study is important, as I mentioned, and is absolutely neces- 
sary I think for the training of physicians and workers, but the best training 
is needed for the short service, and this must of necessity grow naturally 
from the intensive study and training. 

When psychiatry and child guidance are not in quite so fortunate a posi- 
tion as in Rochester, it is necessary to carry on a campaign of infiltration 
into the departments of medicine, surgery, obstetrics and pediatrics. And 
here we must, I am sure, bend over backward to understand the methods and 
the language of these departments. 

If we have too much ballyhoo, we will soon be swamped and discredited. 
On the other hand, if we go very carefully and studiously and cautiously, 
we will achieve some results and be able to show them that the work of our 
department in psychiatric knowledge and method is of real service to medi- 
cine as a whole. 

We must be willing and able to carry out our work in the wards or in the 
clinic, or wherever it is found, as well as in our own specially equipped 
clinics, schools, and hospitals; and we must try always to teach so that the 
men in practice and the men who will practice in a few years will not need 
to call in for special help as often as they do now. 

Sometimes this seems a bit arduous and more work than necessary but it 
does bear fruit, and we are seeing the fruits of some of our labors already. 

I think Dr. Clarke’s addition of the nursery school for observation and 
training is a most valuable institution. I should think that a major difficulty 
would be that too many children would apply. The question arises as to who 
should direct such a school or class, whether a pedagogue or a psychiatrist. 
I should like to ask Dr. Clarke how this problem was solved. 

It might be interesting for you to know, in view of some of the remarks 
which were made before, that medical students—or applications for positions 
in medical colleges, as that is really what it amounts to this year—are show- 
ing an increasing interest in psychiatry as a specialty, a fair proportion of 
the entering classes expressing an interest in this subject. 


Dr. Eric Kent CLARKE (Rochester, New York).—In reply to Dr. 
McGraw’s question as to the control, this has been worked out between the 
local Board of Education and the University. The condition under which 
the Rockefeller grant was given was that the local Board of Education 
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should supply the teacher, and that teacher was assigned to us as a part of 
the child guidance staff and worked under our direction completely. 

In reply to the second question, in regard to the number of children, we 
have arbitrarily limited the group to ten. All year we have been running ful! 
with a waiting list. 

We intend to limit our group to ten for two reasons: First, our quarters 
will not comfortably house more than ten children; second, we feel we can- 
not undertake to do as intensive work as we want to with the larger group. 
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RECURRENCE OF ATTACKS IN MANIC-DEPRESSIVE 
PSYCHOSES.* 


By HORATIO M. POLLOCK, Pu. D., 
Director, Statistical Bureau, New York State Department of Mental Hygiene. 


In making statistical studies involving the life cycle of patients 
the lack of complete data becomes a serious handicap. In the statis- 
tical files of the New York State Department of Mental Hygiene 
there are important facts concerning the hospital life of our patients 
but nothing at all relative to their life outside of the hospital after 
discharge, unless, perchance, they return for further treatment. 

In studying manic-depressive psychoses, especially, we feel the 
need of more complete data relative to the patients that recover 
from the first attack and do not reappear on the hospital records. 

The brief study of the recurrence of attacks in manic-depressive 
psychoses presented herewith was made from the file of statistical 
cards of the department covering the period from October I, 1909, 
to June 30, 1920. The manic-depressive file contains in order of 
identification number the first admission cards of all patients of 
this group admitted to the civil state hospitals during such period, 
together with the subsequent discharge, readmission and death 
cards relating to the same patients. All cards referring to the same 
patient are brought together in the file. The cards for the years 
mentioned give a statistical record of over 8000 manic-depressive 
cases. 

The purpose of the study is to throw light on the prognosis of 
manic-depressive psychoses by answering as definitely as possible 
the following questions: 

1. To what extent do recurrent attacks ‘occur in this form of 
mental disease ? 

2. To what extent does the recurrence of attacks differ in the 
several types ? 

3. How does the recurrence of attacks differ in the various age 
groups of first admissions? 


* Read at the eighty-seventh annual meeting of The American Psychiatric 
Association, held in Toronto, Canada, June 2 to 5, 1931. 
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4. What is the average duration of illness in successive attacks ? 

A study along somewhat similar lines, made by Dr. Arthur S. 
Moore of the Middletown (New York) State Hospital, was pub- 
lished in the State Hospitals Bulletin in September, 1909. The 
basis of this study was 100 manic-depressive cases admitted to the 
Middletown State Hospital during the six years ended January 1, 
1909. Another study of prognosis in manic-depressive psychoses 
made by Dr. J. B. Macdonald of the Danvers ( Mass.) State Hos- 
pital in 1915, was published in the Journal of Nervous and Mental 
Disease in January, 1918. This study dealt with 451 consecutive 
first admissions to the Danvers State Hospital. 

A wide disparity in results is found in these two studies and 
neither study agrees very closely with the results obtained from 
our tabulations. Some of the most striking differences will be 
referred to in the course of the discussion. 

QuEsTION 1.—To what extent do recurrent attacks occur in 
manic-depressive psychoses? 

To answer this question as completely as possible from the data 
at hand we tabulated the number of attacks reported at time of 
last admission for the admissions of eleven fiscal years. 

The cases were classified according to type at last admission and 
the cases unascertained with respect to type and number of attacks 
were omitted from the tabulation. The results are shown in 
Tables 1 and 2. 


TABLE 1. 
RECURRENCE OF ATTACKS IN MANIC-DEpRESSIVE MALE PATIENTS ADMITTED 
TO THE New York Civit STATE HOSPITALS, 1910 TO 1920. 


NUMBER. 


Number of attacks reported at last admission. 


Io or 

Type. Total. 2. a 8. 9. more. 

eS ee 1,762 967 456 159 81 39 21 14 8 4 13 

Depressive ....... 1077. 618 264 100 52 27 2 7 3 1 3 
280 156 73 2 tu 
.........% 128 64 6 3 2 


TOA inga0e 3,247. 1,814 823 2905 155 74 25 22 13 8 18 
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PER CENT. 
Manic ........... 100.0 54.9 25.9 9.0 46 2.2 1.2 08 0.5 02 07 
Depressive ...---- 100.0 57.4 24.5 93 48 2.5 0.2 06 03 O1 03 
OE Eee 100.0 55.7 261 86 5.7 18 04 .. 0.7 0.4 0.7 
ee 100.0 57.0 23.4 9.4 4.7 23 08 08 .. 1.6 
100.0 §5.9 25.3 9.1 48 2.3 08 0.7 0.4 0.2 06 
TABLE 2. 


RECURRENCE OF ATTACKS IN MANIc-DEPRESSIVE FEMALE PATIENTS ADMITTED 
To THE New York Civit State HOspPImtAs, 1910 TO 1920. 


NUMBER. 
Number of attacks reported at last admission. 

~ 
190 or 
Type. Total. 2. ai 4. & 8. 9. more. 
2,548 1,420 617 260 124 56 28 16 5 5 I7 
Depressive ..... 1622 974 374 152 55 34 13 58 4 3 8 
845 506 205 7 2 8B 
Circular ....... 176 102 41 14 7 
5,191 3,002 1,237 502 220 107 48 26 It 9g 29 

PER CENT. 
[re 100.0 55.7 24.2 102 49 2.2 1.1 0.6 0.2 0.2 07 
} Depressive ..... 100.0 600 23.1 94 3.4 2.1 08 0.3 0.2 0.2 0.5 
oe 100.0 59.9 24.3 9.0 40 1.4 0.5 0.2 0.2 O1 0.4 
oe 100.0 58.0 23.3 80 40 28 1.7 1.7 .. .. 06 
ic | ae 100.0 57.8 238 9.7 4.2 2.1 0.9 0.5 0.2 0.2 06 


Of the 3247 male patients tabulated, 1814, or 55.9 per cent, were 
reported as having had but one attack; 823, or 25.3 per cent, as 
having had but two attacks ; 295, or 9.1 per cent, as having had but 
four attacks ; 74, or 2.3 per cent, as having had but five attacks; 
and 86, or 2.7 per cent, as having had more than five attacks. The 
female cases that were ascertained with reference to type and 
number of attacks totaled 5191. The percentage distribution by 
attacks were: Only one attack 57.8; only two attacks 23.8; only 
three attacks 9.7 ; only four attacks 4.2; only five attacks 2.1; more 
} than five attacks 2.4. It will be noted that the relative frequency 
of attacks among females differs but little from that among males. 
38 
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As the record of attacks tabulated covers only a part of the life 
history of the patients, the total attacks would be somewhat larger 
than the number indicated by these figures. The percentage of 
cases reported by Moore as having had but one attack was 27, and 
as having but two attacks 28. Macdonald found that 34.6 per cent 
of his cases had only one attack, and 65.4 per cent more than one, 

In order to approach the matter from a different angle we 
tabulated the attacks and ages of the patients of the group studied 
that died in the hospital. The results are shown in Table 3. 


TABLE 3. 


Per Cent Distrisution, py Ace, or ATTACKS OF THE 
PATIENTS StupieD Wuo Diep 1n HOspPItTAL. 


Number Per cent distribution of attacks. 
ot 
Age at death. cases, 2 3 More than 3. 
Under 20 years...... pets 53 81:2 10.7 2.1 
20-24 81.3 15.7 2.2 0.7 
158 53-3 30.0 12.7 4.0 
FEAES 109 40.0 32 13.3 14.3 
OI 35.4 36.6 15.9 12.2 
ae 68 26.2 45.9 14.8 13.1 
70 years and over......... 77 21.1 25.4 23.9 29.6 


* The distribution of attacks of 95 cases was unascertained. 


Of the 1301 deceased patients the number of whose attacks was 
ascertained, 756, or 58.1 per cent, died during the first attack ; 340, 
or 26.1 per cent, during the second attack; 121, or 9.3 per cent, 
during the third attack ; and 84, or 6.5 per cent, during subsequent 
attacks. The percentage of deaths of female patients occurring in 
the first attack was 60.8, and of the males 53.7. 

QUESTION 2.—To what extent does the recurrence of attacks 
differ in the various types of manic-depressive psychoses? 

Of the 3247 male cases tabulated, 1762 were classified as of 
manic type; 1077, as of depressive type; 280, as of mixed type: 


| 
\ 
{ 
} 
\ 


1931] HORATIO M. POLLOCK 571 


and 128, as of circular type. The number and percentage distribu- 
tion of male cases by number of attacks for each type is shown 
in Table 1. The percentages of those having only one, only two, 
and only three attacks differ but little in the several types. The 
depressive type has the highest percentage of cases (57.4) having 
only one attack, and the manic type the lowest (54.9). The manic 
type has the largest percentage of cases having over five attacks. 

Similar data for female cases are shown in Table 2. Of the 
5191 female cases tabulated, 2548 were diagnosed as manic type ; 
1622, as depressive type; 854 ,as mixed type; and 176, as circular 
type. Among females as among males, the manic type has the 
smallest percentage of cases having but one attack ; the depressive 
type, on the other hand, has among both sexes the largest percent- 
age of cases with only one attack. The differences in the per cent 
distribution of the cases of the various types classified by number 
of attacks are very small and indicate that type of reaction is not 
of great significance in relation to recurrence of attacks. 

QueEsTION 3.—How does the recurrence of attacks differ in the 
various age groups of first admissions? 

To answer this question we tabulated by age on admission and 
number of attacks reported at last admission, 1703 cases comprising 
the first admissions of the fiscal years 1910, 1911 and 1912. The 
results are set forth in Table 4. 


TABLE 4. 


Per Cent Distrisution or ATTACKS OF 1703 MANIc-DEPRESSIVE 
ADMISSIONS * TO THE New York Civi_ STATE HospPItTALs, 
CLASSIFIED BY AGE AT First ADMISSION. 


Number of attacks. 
A. 


Total - 


Age at first admission. cases. 1. a 2: More than 3 
UNGer 20: 209 52.2 25.8 11.0 11.0 
213 59.1 20.2 11.7 8.9 
190 58.9 19.5 8.9 12.6 
134 43.3 23.9 11.2 21.6 
100 47.0 28.0 13.0 12.0 
55 years and over......... 157 52.9 22. 14.6 10.2 


* First admissions of 1910, 1911 and 1912. 
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Of the group as a whole 56.5 per cent were reported as having 
had but one attack. The age groups from 20 to 40 years have 
higher percentages than the average of cases with one attack only, 
The other age groups have percentages lower than the average, 
In other words the patients between 20 and 40 years of age at time 
of first admission have fewer recurrences of attack than cases 
younger or older. Patients between 45 and 50 years of age at time 
of first admission have more attacks than those of other age groups. 

QUESTION 4.—IV hat is the average duration of attacks in manic- 
depressive psychoses? 

To answer this question we tabulated by age on discharge the 
878 manic-depressive cases discharged as recovered in 1920. The 
results are shown in Table 5. 


TABLE 5. 


AVERAGE DurRATION, BY AGE, OF ATTACKS OF MANIC-DEPRESSIVE PATIENTS 
DISCHARGED AS RECOVERED FROM NEw YorK Clivit STATE 
HosPITALS, 1920. 


Average duration of attacks in years. 
A... 


Number 

of All First Second Third Fourth Fifth 
Age on discharge. patients. attacks. attack. attack. attack. attack. attack. 
Under 20 years...... 68 0.6 0.6 0.6 0.3 0.3 0.1 
20-24 years ....... 12 0.9 0.9 0.6 0.5 0.8 18 
25-20: YEATS «22.200 114 0.7 0.7 0.8 0.6 0.3 0.7 
30-34 years ........ 108 1.0 0.9 0.8 1.4 1.6 0.7 
35-39 years ........ 122 1.1 1.3 0.7 1.0 1.0 0.8 
40-44 years ........ 88 tt 1.5 0.8 0.9 0.8 1.1 
45-49 years ........ 74 1.2 1.5 0.7 0.7 0.2 0.9 
50-54 years ........ 70 Bs 1.8 1.8 0.5 0.4 2.3 
55-59 years ........ 52 1.3 2.0 1.9 0.7 1.5 0.9 
60-64 years ........ 32 1.6 0.3 1.7 1.0 2.4 We, 
65-69 years ........ 20 ry 3.9 0.4 0.9 21 2.2 
70 years and over.... 6 15 3.0 0.8 an eae 0.8 
878 1.1 1.1 1.0 0.9 0.9 is 


The average duration of attacks among males was found to be 
1.0 year and among females, 1.1 years. The average duration of 
first attacks among the former was 0.9 of a year and among the 
latter 1.3 years. Only slight variations from these periods are 
found for the other attacks. 
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With respect to age of patient it is noted that the duration of 
attack increases irregularly with advancing age. 

It is, of course, realized that the average duration of attacks of 
recovered cases is shorter than that of all cases, but as many of the 
unrecovered cases are discharged as improved, it is almost im- 
possible to ascertain the duration of their attacks. 


CoNCLUSIONS. 


1. Although manic-depressive psychoses are usually spoken of as 
recurrent forms of mental disease, it appears from these data that 
in more than half of the cases there is no recurrence of attack of 
sufficient severity to cause readmission to a hospital for mental 
disease. 

2. The frequency of recurrence of attacks is nearly the same in 
the two sexes. 

3. The frequency of recurrence of attacks differs but little in 
the various types of these psychoses. 

4. Patients who are between 20 and 40 years of age at time of 
first admission have fewer recurrences of attacks than patients 
younger or older. 

5. The average duration of attacks of recovered cases is a little 
more than one year. The average duration of successive attacks 
varies but little. 

6. The average duration of attacks increases irregularly with 
advancing age. 

DISCUSSION. 


Dr. W. T. B. MitcHett (Montreal).—Mr. President, Ladies and Gentle- 
men: Dr. Pollock has intimated that the purpose of this statistical study was 
to throw additional light on the prognosis of the manic-depressive psychoses. 
He has pointed out the limitations of this particular type of statistical study, 
based as it is on such a small part of the patient’s life record, as is represented 
in the acute mental episode. 

It is obviously difficult to arrive at any settled opinion as to prognosis in 
manic-depressive psychoses, lacking information regarding the individual 
prior to the occurrence of the severe manic or depressive episodes, and alse 
lacking information concerning the effectiveness of psychotherapeutic or 
other treatment measures which might be employed during the intervals, 
when the manic-depressive patient is most open to such influences. 
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Dr. Pollock’s figures are most interesting, particularly the very large 
percentage of his total cases which have one attack only. There are revealed, 
however, no factors, excepting possibly the age factor, which suggests an 
explanation for the fact that as large a number as 55 to 57 per cent had only 
one episode sufficiently severe to bring them to a mental hospital, whilst 
other individuals in the group had as many as ten or more attacks. 

To throw light on this point it is obviously important to have additional 
life data beyond the isolated facts represented by the episodes requiring 
hospitalization. 

Aside from its immediate value, in adding to our information as to the 
incidence, the tendency to recurrence, the character and the duration of the 
manic-depressive episodes, such a study as Dr. Pollock’s should be a challenge 
to psychiatrists working in institutions and in the community to supplement 
the data now available regarding the life records of this particular reaction 
type. 

The practicing psychiatrist dealing with childhood behavior situations, 
psychoneurotic disturbances of adolescence, and depressive and hypomanic 
episodes in adult life, may hope in time to work out relationships which will 
give us more complete data than we now have for statistical studies, and 
which will indicate more exactly the nature and the prognosis in this par- 
ticular type of mental disorder. 


) 


Correspondence, 


To THE Epitor oF THE AMERICAN JOURNAL OF PSYCHIATRY: 

Sir: I send herewith an account of a litigation involving the 
right of a non-medical man to practice psychoanalysis. 

Recently in rummaging over a pile of old records I came across 
a series of letters and a clipping from the New York Times which 
taken together form a curiosity in the field of psychopathology. 

The facts relate to a young man, 1————,, who was examined 
by me and proved to be a psychopathic personality, several years 
ago. He travelled in Europe, and the letters were requests to me 
for certification as to his incapacity to earn a living. These letters 
were written from Paris, Rome and Vienna in the year 1924. I 
lost sight of him until a friend sent me the clipping from the 
New York Times, referred to, dated May 26, 1927. 

It appears the M— had consulted Professor Freud and 
had been given psychoanalytic treatment by one of his assistants, 
Theodore Reik, Ph. D., not a physician, however. 

I allow the rest of the story to develop from the Times clipping, 
which is here subjoined. 


Yours cordially, 
RicHARD DEweEy. 


AMERICAN LOSES SUIT AGAINST FREUD. 


PsyCHOANALYSIS DiscovERER SAYs IT CAN Do Goop REGARDLESS OF 
MEDICAL SCIENCE. 


Vienna, May 24.—Sigmund Freud, who discovered and popularized psy- 
choanalysis, has now convinced an Austrian Court that this science has an 
individual dignity equal to that of medicine. ° 

Freud, as a witness in a case brought by Mr. Newton Murphy of San 
Francisco against Dr. Theodore Reik, a pupil of Freud, asking damages 
on the ground that Reik was not a qualified physician, delivered a long 
treatise to the end that psychoanalysis could be used to treat patients with- 
out reference at all to medical science, which caused the Court to dismiss 
the case. 

Mr. Murphy arrived in Vienna and sought psychoanalysis treatment from 
Freud, who because of lack of time passed the case on to his pupil, Dr. Reik, 
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not a qualified physician. Murphy was under Dr. Reik’s orders for several] 
weeks, and then declared that his health was worse rather than better. A 
long discussion between Murphy and Freud resulted in the American seeking 
damages on a technical charge, but in reality to question the right of non- 
qualified physicians to practice psychoanalysis. 

Both sides rose to the importance of the case and to-day the Court was 
filled with the most eminent psychoanalysts and physicians in Vienna. 

Professor Wagner-Jauregg of Vienna University, a long-standing opponent 
of Freud’s science, sought to prove to the Court psychoanalysis was dan- 
gerous when practiced by a man not educated in medical science. He had 
supporting him thirty-one doctors and professors of medicine. 

Freud said: “A medical man cannot practice psychoanalysis because he 
always has medicine in his mind, which is not necessary in cases where my 
treatment can effect good.”—(New York Times, May 26, 1927.) 


The editor is under obligations to Dr. Dewey for calling atten- 


tion to the decision of the Austrian Court with which, however, the 
JoUuRNAL is not by any means in agreement. 


jQ2otes and Comment. 


A MESSAGE FROM THE PRESIDENT.—In assuming the position of 
President of The American Psychiatric Association, one’s thoughts 
of what one may be called upon to do personally are eclipsed by 
the question of advancement of the objects of the Association and 
of its usefulness to its members and their work, and to psychiatric 
progress. The Association brings together what is most substan- 
tial in American psychiatry. It is pre-eminently the organization 
of the hospitals. It was founded by hospital superintendents and 
the large majority of its members are hospital physicians. By 
means of communications and discussions at its meetings, and 
through studies, reports, and recommendations made by its com- 
mittees, it has, since its founding, played an important part in 
shaping hospital development and standards. 

For many years all there was of organized psychiatry was the 
hospitals, and there was little of psychiatric interest or understand- 
ing outside of them. Now the field has been enormously extended, 
and a large proportion of the present members of the Association 
represent forms and phases of psychiatric development that are 
either extensions from the hospitals or have sprung up quite 
separately. This development has enlarged the sphere of influence 
and work of the Association, and in its future policies and activities 
it will play an important part. 

The Association is, however, no longer the only national organi- 
zation that is concerned with psychiatry. The whole medical pro- 
fession, after long years of neglect, has at last awakened to the 
important role of mentality in disease and disability, and to the 
prevalence and devastating effects of mental disorders. The new 
and varied opportunities presented by the broadening field have 
also attracted to it many workers who are not trained psychiatrists, 
nor even physicians. In the future development of psychiatry, 
therefore, it may be expected that viewpoints, aims, and standards 
that are somewhat different from those which prevail in the Asso- 
ciation will have a part. Never has it been more important than at 
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present for the Association to adhere closely to sound psychiatric 
principles and standards, and to exercise its influence and power 
in shaping psychiatric developments. 

The outstanding event of the year in the Association is its 
annual meeting with its scientific communications and discussions, 
its corporate activities, and its opportunities for social relationships 
and conferences. Through the year, however, its able committees, 
and its officers, especially its Secretary, are engaged in activities 
that do much in determining the character of the meeting, and the 
manner and the extent to which the Association will bring its 
resources to bear on the shaping of psychiatric progress. The 
volume of business has become so large that the reports of the 
standing committees are no longer read in full at the meetings. 
They are presented to the Council, and any recommendations made 
are reported by the Secretary for action by the Association. They 
are, however, published in the JouRNAL,* and | trust that every 
fellow and member will read them and communicate to the chair- 
men of the various committees any comment or suggestions that 
they feel would be useful. These reports contain much that is 
valuable to the membership and to psychiatry. The task of some 
of the committees, and some of the recommendations that have 
been made in these reports are of such character that it is clear that 
they cannot be carried to a successful issue without the means of 
more continuous attention than can be given without the establish- 
ment of a permanent office with a paid executive. It is, perhaps, 
too much to hope that this can be accomplished immediately. 

With a view to securing to the Association the full strength of 
the whole field of psychiatry, the fellows and members will, I hope, 
endeavor to interest, in making application for admission, all phy- 
sicians in every form of psychiatric activity who, they feel, should 
belong to the Association. The revision of the Constitution, which 
will be presented by a committee for consideration at the next 
meeting, will make it possible to define more precisely the require- 
ments for admission, especially to fellowship. More than by any- 
thing that can be contributed by its President, the advancement of 
the Association to a greater capacity for usefulness depends upon 
the character of its membership and the extent to which the indi- 


* These reports were published in full in the September issue. 
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vidual fellows and members interest themselves in making contribu- 
tions of value to its programs, and in developing its organized 
resources for shaping the progress of psychiatry. 

WILLIAM L. RUSSELL. 


PsyCHOLOGY AND PsyCHIATRY.—Whatever may be the ultimate 
relationship between these two sciences, whether or not their re- 
spective fields may ever be precisely defined, on one point there can 
be no dispute—each has much to learn from the other. The 
psychologist, when he turns from his experimental animals to a 
consideration of human reactions, can profit by the help which the 
clinician has to offer. By the same token the psychiatrist who does 
not think psychologically in accordance with accredited principles, 
is not satisfactorily equipped to deal with clinical problems. 

When one considers that it is not so long since psychology, with 
the self-consciousness of the maturing process, left the parental 
roof of philosophy, it is literally amazing to observe the questions 
with which today academic psychology concerns itself. Painstaking 
observation of the minutiz of behavior under rigid laboratory con- 
ditions has replaced introspectionist theorizing all but completely. 
This trend was strikingly exemplified in the program of the annual 
meeting of the American Psychological Association held in Toronto 
in September. A report of this meeting by the Secretary, Profes- 
sor Brigham of Princeton University, will be found in this issue of 
the JOURNAL. 

The social psychiatrist, with outward, upward glance, dealing 
with the complexities of human relationships, may feel himself little 
akin to the laboratory psychologist bending over his mice in their 
maze. But the laboratory psychologist is at least keeping close to 
factual data ; and it is just that—factual data—from which in clini- 
cal psychiatry it is so easy to stray. There is therefore in con- 
temporary academic psychology a clear note to which the clinician 
may listen with benefit. 


Psycuratry IN Mepicat Epucation.—A move of peculiar 
significance has been announced by the National Committee for 
Mental Hygiene through its General Director, Dr. C. M. Hincks, 
in the October issue of the Mental Hygiene Bulletin. 

In view of the demands for trained workers in the everwidening 
field of psychiatric and mental hygiene practice, teaching and 
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research, the time seemed ripe for taking stock of the facilities 
which exist throughout the country for training such workers, 
in order that ways and means may be considered for improving 
and expanding these facilities to meet imminent and future needs, 

Accordingly the National Committee has created a Division of 
Psychiatric Education under the direction of Dr. Ralph A. Noble, 
formerly of the University of Sydney, Australia, to inaugurate the 
new program. Associated with Dr. Noble will be Dr. Franklin G. 
Ebaugh, Director of the Colorado State Psychopathic Hospital. 
The project has been made possible by the support of The Common- 
wealth Fund, The New York Foundation and The American 
Foundation for Mental Hygiene. 

The main objectives will be to further plans for recruiting and 
training psychiatric and mental hygiene personnel; to study pres- 
ent teaching programs for both undergraduates and graduates in 
medicine, and to contribute to the improvement of existing edu- 
cational facilities ; to administer fellowships, and to assist in placing 
trained workers in university, hospital and community mental hy- 
giene work. Beside the immediate aim of interesting students in 
psychiatry as a life-work, will be the broader objective of imparting 
a working knowledge of the subject to the medical profession in 
general, by enriching the psychiatric content of medical education 
and by developing postgraduate teaching centers. 

The Division will have the benefit of the services and counsel 
of an Advisory Committee including the following gentlemen: 

Adolf Meyer, M.D., Professor of Psychiatry, Johns Hopkins University, 
Baltimore, Chairman; Albert M. Barrett, M.D., Professor of Psychiatry, 
University of Michigan; Earl D. Bond, M.D., Professor of Psychiatry, 
University of Pennsylvania; C. Macfie Campbell, M. D., Director, Boston 
Psychopathic Hospital, Professor of Psychiatry, Harvard University; 
Clarence O. Cheney, M. D., Director, New York State Psychiatric Institute 
and Hospital, Professor of Clinical Psychiatry, Columbia University; 
Lawson G. Lowrey, M.D., Director, Institute for Child Guidance, New 
York City; Maurice H. Rees, M. D., Dean, School of Medicine, University 
of Colorado, President, Association of Medical Colleges, Denver; Arthur H. 
Ruggles, M.D., Superintendent, Butler Hospital, Providence; and William 


L. Russell, M.D., President, American Psychiatric Association, White 
Plains, N. Y. 


Association and Hospital Motes and ews. 


THe AMERICAN PSYCHIATRIC ASSOCIATION 1932 MEETING.— 
Dr. Hamilton, Chairman of the Program Committee for the meet- 
ing of the Association in Philadelphia in 1932 writes as follows: 


The Committee on Program will welcome the offer of papers on a variety 
of topics that will be of interest to the Association. Any member of the 
committee may be addressed. Communicants may bear in mind that the 
paper if accepted by this committee must be abstracted and the abstract 
given to the committee by the first of April, and that the completed paper 
shall be handed to the Secretary at the time of presentation. Twenty minutes 
is the limit of time allowed for a presentation; shorter communications will 
be very acceptable. The committee has already made arrangements for 
certain symposia and depends upon the membership for their spontaneous 
offering of miscellaneous topics. 

Inasmuch as many of the papers presented will later appear in 
the Journal, it may not be out of place to repeat the usual edi- 
torial request that manuscript be submitted in suitable form for 
publication. It should be the original typewritten copy, double- 
spaced, with good margins, and upon substantial opaque paper ; 
the presentation being in the finished form which the author de- 
sires to have in print. 

In order to facilitate the arduous duties of the Committee on 
Program, intending contributors should send the titles of their 
papers as early as possible to Dr. Samuel W. Hamilton, Blooming- 
dale Hospital, White Plains, N. Y., and should bear in mind the 
necessity of having abstracts, suitable for publication in the final 
program, in Dr. Hamilton’s hands by April 1, 1932. 


1931 MEETING OF THE AMERICAN PsyCHOLOGICAL ASSOCIA- 
TIoN.—The thirty-ninth annual meeting of the American Psycho- 
logical Association was held at the University of Toronto on Sep- 
tember 10, 11 and 12. The striking feature of the hundred or more 
papers presented was the extraordinary diversity of attack on the 
varied range of problems. Very few papers presented introspective 
reports of trained laboratory observers. Indeed, one might say that 
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most of the papers presented various techniques for avoiding the 
observer’s report. The drift away from the descriptive report has 
enormously widened the scope of the psychologist’s observational 
opportunities and we find pigeons, mice, chimpanzees and new- 
born infants figuring as prominently as subjects as the trained 
introspectionist. 

An interesting effort to obtain upper and lower temperature 
thresholds and differential thresholds for taste stimuli was re- 
ported by Kai Jensen of the Connecticut Agricultural College. The 
abstract of the paper follows: 


The absence of language responses in the new-born infant has restricted 
the investigation of just those problems which are the basis of adult behavior, 
If some substitute for such responses could be secured, a new field of 
inquiry would be opened and light shed on many problems which had not 
even been formulated. In seeking an objective procedure which might 
serve, at least as a partial substitute, for such language behavior, a new 
experimental technique was developed which involved the use of a fun- 
damental behavior mechanism, the feeding reaction, as an indicator of the 
infant’s responses to controlled stimulation. This technique consists in 
comparing sucking reactions to various experimental stimuli with a con- 
trol sucking reaction, all curves being objectively recorded. The controls 
being identical, any deviation from the control curve by the experimental 
curve was interpreted as a differential reaction. The order of presentation 
of both experimental stimuli and controls was continually varied to avoid 
space-time errors and as a check on positive and negative adaptation. The 
apparatus used automatically recorded time, sucking curves, and the pres- 
sure volume changes involved in the feeding reaction. Seventeen infants 
were studied from birth through the first 12 days of life. Each infant 
was observed during four feeding periods each day. The infant was brought 
to the experimental room one-half hour before feeding and kept there 
one-half hour after feeding during which time it was under constant obser- 
vation. Only one infant at a time was experimented with so that the period 
of investigation extended over several months. A total of 2331 experimental 
and 2975 control stimulations were used. Upper and lower temperature 
thresholds and differential thresholds for taste stimuli were secured in the 
case of all infants studied. Large individual differences in thresholds were 
found. The nature of the differential reactions involved was analyzed and 
six distinct types were classified. These differential reactions were not 
an “all-or-none” proposition but proved to be gradual deviations from 
the control curves, becoming more marked as the temperature and taste 
stimuli were increased in strength. The objective data which were obtained 
in these researches were presented in the form of lantern slide copies of 
the original unretouched records. The experimental technique itself was 
recorded in a special moving picture film. 


} 
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Professor Walter F. Dearborn of Harvard University reported 
on an investigation of reading disabilities which gives a note- 
worthy demonstration of the additional evidence which is brought 
to light with refined experimental observation of a fairly common 
clinical phenomenon. One wonders what Hinshelwood’s cases, and 
perhaps some of the clinically reported cases of aphasic conditions, 
would have revealed under closer examination. The abstract of 
Professor Dearborn’s paper on “‘ Ocular and Manual Dominance 
in Dyslexia ’”’ follows: 


An analysis of the lateral dominance of approximately 100 cases of 
extreme difficulty in learning to read was presented. The severity of the 
dificulty in between a tenth and a fifth of the cases was of the grade 
commonly described as congenital alexia or word blindness. A stereoscopic 
method of determining ocular dominance devised by Selzer and an adapta- 
tion of a similar method of Maddux made by T. H. Eames, was described 
and their advantages over the unilateral sighting methods demonstrated. 
The findings as to both ocular and manual dominance was compared with 
those in the case of an unselected public school population as determined 
by F. D. Comfort. The preponderance in the clinical cases of (1) left- 
eyedness, of (2) the lack of ocular and manual dominance, and (3) of 
mixed conditions of ocular and manual dominance, e. g., left-eyedness asso- 
ciated with right handedness or ambidexterity warrant an account in these 
objective terms of the etiology of dyslexia and “congenital” alexia. Such 
an account is believed to be sounder and more serviceable than accounts 
which are based on theories of either cerebral localization or of cerebral 
dominance. Reading (in our language) requires a dextral sequence of 
eye movements. The primary reason why the above-described conditions 
are associated and, as the author believes, may in some cases be the cause 
of special difficulties in learning to read and write is that they produce 
uncertainty about the correct ordering or sequence of letters in word forms, 
and result in the storing up in the mind of faulty and mutilated images 
of words. These distorted images which do not agree with the phonetic 
sequence of words, make the prompt recognition of words, as is required 
in reading, difficult and at times impossible. The dextral sequence of 
eye movements is kinesthetically the essence of reading. Left-eyed chil- 
dren may tend to move in the opposite direction, to begin at the wrong 
end of words or to reverse the order or even to perceive letters in the 
wrong way as in seeing b as d, or boy as dog. Similar tendencies in the 
manual preferences for movements in the left hand may cause mirror 
writing. The wrong sequence of hand movement is, however, more easily 
recognized and ordinarily more readily corrected than that of the eye- 
movements. 


An exceedingly ingenious technique for studying behavior se- 
quences prior to birth was reported by James D. Coronios of 
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Brown University under the title, ““ The Development of Behavior 
in the Fetal Cat.” The abstract follows: 


This experimental study was an attempt to trace systematically the devel- 
opment of behavior in the fetal cat from the time of the first observed 
movement to normal delivery at birth. The pregnant adult is decerebrated 
under ether anesthesia. A period of an hour and a half follows decerebra- 
tion to allow the effects of the anesthetic to pass away. The cat is then 
partially immersed in an appropriate bath of physiological salt solution 
kept at a constant temperature of 37.5° C. One fetus at a time is shelled 
out into the warm solution, the umbilical circulation maintained intact. Under 
these conditions it is possible to observe the fetal animals for from four 
to six hours. The experimenter’s written protocols have been supplemented 
by motion-picture records. After what may be termed the non-motile stage, 
21-22 days after fertilization, the first movements were observed on the 
twenty-third day. These movements consisted of a slight unilateral flexion 
of the head, a weak lateral flexion of the fore legs, and movement of the 
trunk. On the twenty-fifth day barely perceptible rump rotation was noted 
for the first time. Head extension, bowing of the whole body with slight 
flexion of the hind legs, appeared on the twenty-sixth day. On the twenty- 
ninth day the following changes in behavior were observed: (1) Bilateral 
flexion and rolling of the head, (2) alternate flexion-extension of both 
fore legs, (3) “serpentine” twists of the whole body, beginning at the 
head and proceeding caudad, (4) twitch of the tail, (5) bending in of back, 
(6) independent skin twitching, (7) ventrolateral flexion of the head, and 
(8) opening and closing of the mouth. The only observed change in 
behavior on the thirtieth day was the first appearance of sucking move- 
ments. On the thirty-eighth day, there first appeared the rudiments of the 
scratch reflex and bilateral extension-flexion of both hind legs. At this 
stage the “serpentine” twisting movements have disappeared. Individual 
movements of various parts of the body were easily elicited by appropriate 
stimuli in contrast to the diffuse behavior of the total organism in the 
early motile stages. As the gestation period advanced the fetal movements 
became more generally complex. In general, the fetal movements seem to 
progress from diffuse behavior of the total organism toward individualized, 
relatively independent responses of isolated parts. With a few exceptions 
the fetal behavior seems to follow an anterior-posterior course of devel- 
opment. 


Chester W. Darrow, of the Institute for Juvenile Research in 
Chicago, reported a study of the widely advertised “ psychogal- 
vanic reflex,” which represents a significant advance into the un- 
derstanding of that phenomenon. The abstract of Dr. Darrow’s 
paper, which was read under the title of ‘ The Significance of the 


Galvanic Recovery Curve,” is quoted here: 
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By means of micro-moving pictures of the sweat glands and of the 
shadow of a galvanometer pointer, the appearance and disappearance of 
sweat in an area surrounded by an electrode is demonstrated to accompany 
the rise and fall of the galvanic curve. The disappearance of the sweat is 
often so sudden and striking as to suggest an active resorption process. 
The rate of recovery of resistance following the peak of reaction (the per 
cent recovered in three seconds) appears, in part at least, to be a function 
of this resorption(?), of the subject’s good health, and of certain other 
significant variables, ¢c. g., (1) the magnitude of the preceding reaction, 
(2) the resistance level at which reaction occurs, and (3) the psychological 
state of the subject. In so far as we may judge from efforts to change 
one variable at a time, these relationships may be stated briefly: (1) The 
larger the galvanic reaction, the steeper the curve of recovery; (2) the 
higher the subject's resistance, the less steep his recovery; and (3) the 
greater the subject’s anxiety or mental tension, the less steep his recov- 
ery curve. By plotting the subject’s rate of recovery against the level of 
resistance, it is possible to judge the approximate level of resistance 
at which the subject would manifest a given rate of recovery. There is 
promise that eventually we shall be able to state where in the entire range 
of the subject’s reactivity, and of his 0-100 per cent recovery, he happens 
to be at any single instance of reaction. In an attempt to compensate for 
the effect of the magnitude of reaction upon rate of recovery we have tried 
dividing recovery by reaction, giving us a recovery-reaction quotient. In 
this measure are accentuated the effects of such things as mental tension 
or anxiety, which tend to enhance reaction and retard recovery. Correla- 


tions appear with certain “ neurotic ” symptoms. 


Professor W. R. Miles of Stanford University, the newly elected 
president of the American Psychological Association, reported on 
a study of “ Perceptual Abilities in the Age Range from Seven 
to Ninety-two.” The abstract of his paper, which represents a 
part of an elaborate investigation of the characteristics of ma- 
turity, follows: 


A group of 720 subjects, 294 males and 426 females, were examined by 
means of a battery of six varieties of perception test materials, all of which 
were presented by means of the Weaver Tachistoscope. In this technique, 
the subject exposed the horizontal line of items by simpfe pressure on 
a key. A coefficient of .91 represents the reliability of the test instru- 
ment. The entire examination required only 30 minutes, and constituted 
one-fourth of the total examination program in this part of the Later 
Maturity Project. Approximately the same number of subjects were secured 
for each year-age. The plotted means and s. d.’s are self-explanatory. There 
is a rapid rise from 7 to 17 years, and beyond this at first a gentle descent, 
while beyond 62 the descent is quite rapid. Age 40 was comparable to 
age 15; age 50 to 14; 60 to 12; 70 to 9; and 8o to the score made by six-year- 
old subjects. The mean score for men was about 4 per cent higher than that 


39 


r | 
d 
d 
n 
n 
d 
r 
d 
n 
d 
t 
al 
h 
d 
is 
al 
Le 
e 
0 
S 
n } 
|- 
l- 
le 
) 
|_| 


586 ASSOCIATION AND HOSPITAL NOTES AND NEWS __ [Noy, 


for women. The regression of perceptual ability on age shows men .67 pe, 
0.22; women .64 p.e. .019. The “etas” are also presented in the charts. The 
ability of the men appears to deteriorate more rapidly than that of the 
women, but the groups showing higher mental ability have a slower rate 
of decline. 

The present secretary, who now goes into retirement in favor 
of Professor Donald G. Paterson of the University of Minnesota, 
has a few observations to make on the annual program which the 
Psychological Association arranges. For many years the psycholo- 
gists have had at least one program which went under the caption 
of “general psychology” and which contained only theoretical 
papers. Lately, the theoretical papers have been infrequently sub- 
mitted, and the last program contained almost no papers of this 
sort. Practically every paper reported patient observation of some 
phase of animal or human activity, and for the most part the 
observations were made under good conditions with accurate tech- 
niques for recording. The procedures parallel the techniques of the 
physical and biological sciences more closely than those of the 
social sciences. The business of speculation seems to have been 
left to the writers of psychological text-books ; and the members 
of the association, whatever they may say in their class-rooms, 
are making observations in their laboratories. The diversity of 
interests and procedures has only one common factor—accurately 
controlled observation. 

Cart C. BriGHAM, 
Princeton University. 


CENTRAL STATE HospiTAL oF INDIANA.—On invitation of the 
German Psychiatric Association, the Central State Hospital of 
Indianapolis, Indiana, participated in a symposium on the malaria 
treatment of general paralysis, held in connection with the annual 
meeting of the German Psychiatric Association at Breslau, 
Germany, April 9-11, 1931. For this occasion the institution had 
prepared a scientific exhibit, consisting of 80 transparencies. 
Dr. Walter L. Bruetsch, pathologist and director of research at the 
Central State Hospital, addressed the meeting with a paper, “ Ac- 
tivation of the Mesenchyme with Therapeutic Malaria.” After the 
meeting, Dr. Bruetsch was added to the editorial staff of the 
Psychiatrisch-Neurologische Wochenschrift. 
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THE CuicaAco ACADEMY OF CRIMINOLOGY.—In the spring of 
1931 there was organized the Chicago Academy of Criminology. 
The field of this new scientific body, whose membership includes 
psychiatrists, psychologists, sociologists, jurists, lawyers, educators, 
economists, social workers, pathologists, toxicologists, police ad- 
ministrators, penologists and experts in crime detection, comprises 
the entire problem of criminal and anti-social behavior in all its 
relationships. 

The Academy will concern itself with the study of the causes, 
prevention and treatment of delinquency and crime, basing its work 
on the investigation of the individual offender, having regard to his 
familial, educational and economic history and the status of his 
physical, mental and social health. It will serve as a clearing house 
for scientific information and a meeting place for workers in vari- 
ous fields whose common interest is the study and prevention of 
crime. It will foster the scientific pursuit of criminology and will 
stimulate research. The Academy will meet once a month for pre- 
sentation of scientific papers and discussion. 

At the first regular meeting held on May 14, 1931, the following 
officers were elected: 

President, Edwin H. Sutherland, Prof. of Sociology, University of Chicago. 

Vice-Presidents, Ludwig Hektoen, Director, John McCormick Institute 
for Infectious Diseases; Paul L. Schroeder, State Criminologist of Illinois, 
and Director, Institute for Juvenile Research; Arthur J. Todd, Prof. of 


Sociology, Northwestern University. 
Secretary and Treasurer, Meyer Solomon, Northwestern U. Med. School. 


A board of Directors was also elected. 
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Arterial and Spinal Fluid Pressure in Epileptics. Vicente Drnoiter 
(Buenos Aires). (Transactions of the First Latin-American Confer- 
ence on Neurology, Psychiatry and Legal Medicine. Buenos Aires. 
1928.) 


The author is interested in the question of pathogenesis and reviews 
several of the well-known theories which refer to the vasomotor disturb- 
ances of the brain in epilepsy. Ninety-three cases were studied; 66 men and 
27 women, ranging in age from 10 years to 60. There were 45 cases within 
the ages of 10 to 20 years, 29 from 20 to 30 years of age, 8 from 30 to 
40 years, 7 from 40 to 50 years, 3 from 50 to 60 years, and one case was over 
60 years of age. 

In making his studies of arterial pressure Dimitri used the Pachon 
sphygmomanometer. The pressure was taken between 10 and II in the 
morning with the patient in a fasting condition. The author was able to 
take the pressure also immediately before and after an attack. He found 
that the arterial pressure of epileptics between seizures, in a few cases only, 
was normal and that in the majority hypotension was present. 

He then modified the hypotension by the use of drugs, @. e., adrenalin. 
As a result, the number of attacks was decreased. The author found 
in a small number of epileptics who had normal arterial pressure that 
there was a change in pulse rate, either brachycardia or tachycardia. 

Concerning the cerebro-spinal fluid pressure he found that it was elevated, 
which may be considered to be closely connected with the production of 
a convulsive attack. The author concludes that the arterial pressure in 
epileptics has no relation to the spinal fluid pressure, and he suggests by 
way of therapy, with the object of reducing the frequency of attacks, 
periodic lumbar punctures with drainage. 

Janet S. Barnes, M.D., Boston, Mass. 


Clinical Polymorphism of Meningeal Hemorrhage. O. FoNntTEcILLA and 
R. WEHRHAN (Santiago). (Transactions of the First Latin-American 
Conference on Neurology, Psychiatry and Legal Medicine. Buenos 
Aires. 1928.) 


The authors refer exclusively to cerebral meningeal hemorrhage which 
occurs spontaneously, not due to trauma. The question which the authors 
are interested in is the differential diagnosis between a primary meningeal 
hemorrhage and one due to apoplexy. They studied seven cases and in each 
case a lumbar puncture was done and fresh blood was obtained in the 
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spinal fluid. They feel very definitely from this study that meningeal 
hemorrhage is preceded by a prodromal symptom such as migraine or 
dizziness. The symptom occurs a few days prior to the cerebral accident. 
The hemorrhage is associated with sudden loss of consciousness and there 
may be generalized convulsions. 

The first case was diagnosed as meningeal hemorrhage with signs of 
intracranial pressure (epileptiform attacks and migraine) in an old syphi- 
litic. The second case presented meningeal hemorrhage in a chronic 
syphilitic meningitis. The third was treated as an advanced case of gen- 
eral paresis. The fourth case had transitory mental disturbances due to 
alcohol. The fifth case was of particular interest because this man, about 
45 years of age, developed dizziness, great discomfort and lost conscious- 
ness for a short period, after which appeared a hemiplegia with disturbances 
of sensation a short time after he took a cold shower. In each case repeated 
lumbar punctures, with drainage, was done. By this therapy the authors 
found almost immediate relief of cerebral symptoms. 

JANET S. Barnes, M.D., Boston, Mass. 


Results Obtained by the Intravenous Use of Sodium Luminal in the Treat- 
ment of Epilepsy. VALENTIN PEREz Pastortni (Montevideo). (Trans- 
actions of the First Latin-American Congress on Neurology, Psychia- 
try and Legal Medicine. Buenos Aires. 1928.) 


Since the etiology of epilepsy is still undetermined Pastorini feels that 
while the research for the cause continues it is important to find something 
to relieve the patient physically and mentally. For years epileptics have 
been treated symptomatically with sedatives and of all the sedatives lumi- 
nal is the drug of choice. Other clinicians, among them Tomesco-Constan- 
tinesco, Patterson, Damon and Levi, have used intravenous therapy for 
chronic epileptics. 

The author does not give a complete record of all the cases treated by 
him with intravenous sodium luminal, but aims only to show the improve- 
ment in the mental and physical condition of his patients, as a result of 
this type of therapy. The technique is as follows: A solution of sodium 
luminal is prepared with sterile physiological saline (3.24 grams of sodium 
luminal in 50 c.c. of solution). The first dose (intravenous) was 2 c.c. 
of the solution diluted with 3 c.c. of normal saline. After this the dose 
was increased 1 c.c. daily, each time diluted with 3 c.c. of normal saline, 
until the dose of 5 c.c. of the solution was reached. In a few cases the 
desired result was not obtained and the dose was increased to 6 c.c. The 
effect of the drug was that in the majority of the epileptics seizures 
ceased the day following the first dose: other cases had to be given the 
maximum dose before seizures ceased. In some cases the seizures disap- 
peared completely; in others the interval between attacks was increased 
and the seizures were less severe and even reduced to a mere dizzy spell. 
In each case the patient’s mental condition improved, as well as_ his 
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ability to work. Of the four cases cited in particular the first case is the 
most interesting. This patient had been having very frequent attacks 
increasing in number and intensity until he went into status epilepticus, 
Two c. c. of solution were given intravenously and almost immediately the 
patient ceased having convulsions, temperature began going down, and the 
patient little by little regained consciousness. In this case the author feels 
that if the sodium luminal had not been given the patient would have 
died. 

There were seven women and six men studied for three months preyi- 
ous to treatment. They were all chronic hospital epileptics who had a total 
of 203 attacks during the three months previous to treatment. During the 
three months of sodium luminal intravenous therapy the 13 patients had 
a total of 30 attacks, surely a gratifying result. 

The great advantage of intravenous sodium luminal therapy, besides the 
physical and mental improvement, is the fact that no toxic effects have been 
noted following use of this drug. 

JANET S. Barnes, M. D., Boston, Mass. 


Disorders of the Nervous System Occurring in Myxedema, Juan C. Mussto 
Fournier (Montevideo). (Transactions of the First Latin-American 
Conference on Neurology, Psychiatry and Legal Medicine. Buenos 
Aires. 1928.) 


The author presents a very thorough study of some of the disturbances 
of the nervous system which he believes have not been mentioned in the 
classical descriptions of myxedema but which have been attributed to this 
disease. The first case is that of optic nerve involvement and myxedema. 
The patient was a Spanish woman, married, aged 24 years, who was suf- 
fering from blindness due to bilateral optic neuritis. The family history 
is interesting in that her father weighed 114 kilos, her mother, a brother 
and two sisters were obese, and the youngest brother weighed 1109 kilos. 

For seven years the patient had complained of feeling chilly, of extreme 
drowsiness and migraine. During the first pregnancy in 1910 all these 
symptoms disappeared. The delivery was normal, and there were no symp- 
toms while she nursed the baby. In March, 1911, the same symptoms began 
to reappear and again disappeared in 1912 during her next pregnancy. Fol- 
lowing this delivery the patient had slight metrorrhagia for 13 days, and 
20 days later a slight hemorrhage. Three months after the first delivery 
the patient noted a gradual diminution of visual acuity of the right eye; 
a few days later she could not distinguish near objects. Iodine was given 
at this time, which seemed to improve the patient's condition. This condi- 
tion remained stationary until 1917, when all symptoms disappeared during 
the third pregnancy. After delivery and normal lactation hemorrhages, 
chilly sensation, drowsiness and headache reappeared. Three months fol- 
lowing this delivery the patient also noted diminished vision in the left 
eye. After the tenth day of thyroid therapy the symptoms diminished and 
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the vision improved, although only in the left eye, the right optic nerve 
having been atrophied for the past four years. A few days after thyroid 
therapy was stopped the patient complained of poorer vision. 

The author, after ruling out pregnancy and lactation as etiological fac- 
tors, decided that myxedema was the cause of the optic neuritis. X-ray of 
the skull showed no change in the sella. 

The second case presented facial paralysis, migraine, ophthalmoplegia and 
thyroid deficiency occurring in a woman aged 47, an Argentine. The family 
history reported the father as healthy and the mother as suffering from 
obesity, migraine, drowsiness, loss of hair and unhealthy teeth, chilliness and 
transitory edema of the lips and tongue. One sister and two brothers had 
symptoms of myxedema; likewise the patient’s daughter. The patient at 
the age of 40 began to have transitory headaches, hemorrhages from the 
gums, labial and lingual edema, as well as edema of the extremities which 
lasted one to three days. In 1910 a left peripheral facial paralysis appeared 
and disappeared a month later, following electrical therapy. In October of 
1916 the patient suffered a severe headache localized on the left side, asso- 
ciated with nausea, which disappeared after 36 hours, leaving a paralysis 
of the internal rectus muscle of the left eye, associated with diplopia, which 
lasted for about one month. The next attack was associated with a pain- 
ful peripheral facial paralysis, with edema of the face and extremities. 
The pain disappeared in seven to eight days with electrical and thyroid 
therapy. 

The author cites other neurological conditions associated with myxedema, 
such as spinal paraplegia, cerebral hemiplegia, epilepsy and coma. These 
neurological conditions disappeared or improved with the use of thyroid. 

From pathological and histological studies which the author made in cases 
of myxedema he believes that very frequently there are structural changes 
in the nervous system, occurring in the cerebrum, cerebellum and in the 
peripheral nerves. 

Janet S. Barnes, M.D., Boston, Mass. 


Symmetrical Areas of Softening in the Frontal Lobes in Wilson-Pseudo- 
sclerosis Complex. Max BretscHowsky and J. HALLERVORDEN. (Jour- 
nal of Psychology and Neurology 42 (Parts 3-4) 177, 1931.) 


The authors describe two cases of the Wilson-pseudosclerosis syndrome 
with extensive destruction of the gray and particularly of-the white mat- 
ter in both frontal lobes: 

Case I.—A girl, 17 years old. Onset of the disease in the seventh year 
with slow and clumsy movements and gait. In this stage she suffered the 
onset of complete mutism of short duration which has been interpreted 
as psychogenic in origin. Later on increasing hypertony of the extremity 
muscles, tremor, and mask-like expression of the face developed. Decrease 
of intelligence and change of character followed. Finally, there was com- 
plete stiffening and helplessness. Severe dysarthria and dysphagia were 
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present. Pronounced pyramidal symptoms were absent except for a ques- 
tionable Babinski at times. Once only she suffered loss of consciousness with 
subsequent rapid progression of somatic symptoms. Fleischer rings were 
present on both corneas. A thorough examination of the liver revealed a 
parenchymatous disfunction of this organ. The patient’s skin had a peculiar 
dark tinge and was covered with lanugo hairs. Death occurred from pneu- 
monia, the duration of the disease being approximately 10 years. The 
post-mortem was restricted to the brain. Anatomically there were exten- 
sive foci of softening in both frontal lobes, the starting point of these was, 
according to the authors, the dorso-lateral part of the centrum semi-ovale 
of the frontal white matter. In the center of the lesions were masses of a 
cystic or spongy consistency, the walls of which were formed by blood 
vessels, the nervous tissue being completely destroyed. In the peripheral 
zone of the lesions there were signs of an active absorption of the destroyed 
tissue. In organizing the lesion, however, practically no glia was formed 
except for a very thin layer in the peripheral zone, the organization being 
predominatingly of connective tissue origin. Symmetrical foci degenera- 
tive in character were seen in the caudal parts of the putamena (typical of 
this disease), they were not visible grossly. The lesions were characterized 
by the presence of pigmented elements, but the parenchyma was only mod- 
erately affected. In the parts of the frontal white matter still preserved 
and in the deeper layers of the myelin in general there was an increase 
of glial nuclei. Countless Alzheimer cells of different types were present 
everywhere. The authors call attention to the presence of multiple 
chromatophores in the pia and in the striate body, to the dark tinge of the 
skin and the Fleischer rings which they regard as belonging to the disease 
complex. 

The gray substance overlaying the destroyed white matter suffered an 
extensive loss of its parenchyma elements, in places selecting certain layers. 
There was a peculiar proliferation and new formation of both blood ves- 
sels and connective tissue fibers, this excessive incre ase of mesenchyma 
strikingly contrasting with the passivity of the glia, thus giving, in the 
opinion of the authors, a note specific for this disease. 

Case II.—Girl, 17 years old, suffered in her fifteenth year a trauma of 
the head with subsequent epileptical seizures, depression and headaches. 
Slowing and clumsiness of movements and gait occurred soon after. In 
walking she showed a tendency to fall forward. Psychically rapid decline 
with uncleanliness occurred. At first there was a mask-like expression of 
the face and rigor of the extremity muscles. The course was progressively 
worse and characterized by epileptiform fits with increase of temperature 
and with or without loss of consciousness. Toward the end contractures of 
extra-pyramidal type occurred. Speech was lost and swallowing rendered 
very difficult. Fleischer rings were not present. Nothing definite was known 
about the condition of the liver. The post-mortem was restricted to the 
brain. The brain was small, its frontal convolutions shrunken and_ the 


1931 | ABSTRACTS AND EXTRACTS 593 


white substance of the entire frontal lobes destroyed and of a sponge-like 
appearance. Its structures were formed by blood vessels. The blood ves- 
sel wells were covered with a layer of proliferated glia cells and fibers. The 
still preserved white matter of the centrum semi-ovale contained prolifer- 
ated glial elements and gitter-cells which could be traced to the’ internal 
capsule and the callose body. Temporal and occipital lobes were intact. 
There was a symmetrical shrinkage of the striate bodies; in the caudal parts 
of the putamena there was a status spongiosus. The whole gray matter, 
especially that overlying the destroyed areas as well as the still well pre- 
served myelin, the basal ganglia and the brain stem, contained numerous 
Alzheimer cells with the heaviest accumulations in the striate. Finally there 
was a secondary degeneration of the pyramidal tracts. 

Observations of this kind are very rare. In both instances white as well as 
gray matter is affected; the amount of connective tissue production is 
larger than that necessary to organize the lesion and it appears in places 
where the parenchyma is not destroyed. The authors speak therefore of a 
mesenchymal transformation of the gray matter comparable to structures of 
the liver in Wilson’s disease. Such phenomena are not present in the white 
matter, in which numerous Alzheimer glial elements appear. Similar obser- 
vations have been contributed by Barnes and Hearst, and by Braunmuhl, 
Hallervorden, Ostertag, Jakob and Schob. 

According to the investigations of Kehrer the disease is inherited as a 
simple recessive, and belongs therefore to the group of the heredo-degenera- 
tions. The hepatogenic theory is not accepted by the authors and the 
affection of the liver is regarded as a faulty congenital anlage. The assump- 
tion that such a liver exerts a toxic influence upon the brain is not likely, 
as there is no confirming evidence. The conclusions of Pollak are rejected 
and the authors point out that severe changes in the liver in Wilson’s disease 
can be associated with mild ones in the brain. (Kehrer called them the 
abdominal type of Wilson’s disease.) The authors expect from genetics 
further clearing of the questions of etiology. 

K. LOwenserc, M. D., Ann Arbor, Mich. 


Contribution to the Investigation of Brain Swelling from the Clinical 
Course and Macroscopical Brain Findings. Fr. Struwe. (Ztschr. f. 
Neurol. Vol. 33, parts 3-4; 503, 1931.) 


The author examined the brains of 12 patients who died of, brain swell- 
ing and gives short clinical histories. His cases have been diagnosed as 
catatonic in three instances; schizophrenic (hebephrenic-catatonic type), 
in one instance; manic-depressive psychosis, one instance; genuine epilepsy, 
four instances; congenital feeble-mindedness with epilepsy, one instance; 
psychopaths, two instances. 

Post-mortems were performed very soon after death (exact time has 
unfortunately not been given). Macroscopic findings were uniform in all 
cases: dura extremely tense, on opening the brain, tissue protruding; there 
was no spinal fluid in the ventricles; the brain tissue made an anemic im- 
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pression. The brain was sectioned according to Meynert’s method (by no 
means advisable in brain swelling—L.). The cut section was dry, sticky, 
the white matter being particularly soft and the gray matter was very 
pale. It was difficult to cut the tissue on the freezing microtome. The 
author mentioned edema of the white matter with focal swellings and 
destruction as well as a considerable macroglia activity with particular de- 
struction of the astrocytes in the Ammon’s horn formation. Moderate 
proliferation of the oligodendroglia with accumulation of iron in the cells, 
complete the histological picture. 

In all instances no somatic changes had been observed and the author 
thinks of the possibility of endogenous brain swelling without however 
being able to answer the question. 

According to Struwe the pathophysiological mechanism which leads to 
brain swelling is as follows: An initial hyperemia produces a tissue swelling 
which compresses the blood vessel system. The blood stream is first cut 
off in the veins as less resistant, and finally a generalized stasis results 
Histologically a destruction of the astrocytes (klasmatodendrosis) is a com- 
mon finding, ganglia cell changes are not present in brain swellings of 
short duration. 

The author distinguishes edema of the brain from brain swelling. In the 
first condition the tissue is soaked with free fluid, in the second there is 
a hydration of the tissue. The author points out the great importance 
of brain swelling to the neurosurgeon. (Criteria given by the author for 
the distinction of brain swelling and edema in brain tumors, cannot be 
confirmed histologically.—L. ) 

K. LOwenserc, M. D., Ann Arbor, Mich. 
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PROFESSOR CONSTANTINE VON ECONOMO. 


The death on October 21 of Professor Constantine von Economo, 
brought to a close, at the early age of 45 the career of one of 
Vienna’s most brilliant neurologists. An authority on sleeping 
sickness, and on brain structure and development, he had devoted 
many years to the study of the architectonic of the cerebral cor- 
tex. His description of the five structural types has become classic. 

His cortical studies were the subject of a paper read by Economo 
at the dedication ceremonies of the New York State Psychiatric 
Institute and Hospital at the Columbia Medical Center in Decem- 
ber, 1929. It was one of the most noteworthy contributions to the 
distinguished program which marked that event. In the human 
cortex Economo contemplated an organ not only with a long 
evolutionary history, but still in process of development, the full 
potentialities of which may as yet by no means have been realized. 

Professor Economo’s death was caused by heart disease. He 
served as an aviator during the war, and was honorary president of 
the Austrian Aeronautical Club. 


DR. ELISHA H. COHOON. 


Psychiatry has sustained an irreparable loss in the death of 
Dr. Elisha H. Cohoon, which occurred at the Deaconess Hospital 
in Boston on July 24, 1931. The illness which preceded his demise 
was of four months’ duration, during which time he continued to 
carry the responsibility of the hospital of which he was the head. 
Death was caused by carcinoma. 

Dr. Cohoon was born in Nova Scotia on September 29, 1874. 
He graduated with the degree of A. B. from Acadia University 
in 1894, and received his medical education at the College of Phy- 
sicians and Surgeons in Baltimore, Maryland, graduating in 1903. 
Following his graduation he entered the Iowa state service, and 
for three years was Assistant Physician at the Mount Pleasant 
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State Hospital. After leaving there he served a year at the Colorado 
State Hospital at Pueblo, following which he came to New England 
to spend seven years as an Assistant Physician at the State Hospi- 
tal for Mental Diseases at Howard, Rhode Island, under the 
direction of Dr. Arthur H. Harrington. Dr. Cohoon left Rhode 
Island to become the first administrator of the Boston Psychopathic 
Hospital. He organized the administrative details of that institu- 
tion, and placed it on the high standard it occupies today. He 
remained at the Psychopathic Hospital for three years and left to 
become superintendent of the Medford State Hospital, which 
position he occupied at the time of his death. 

At the time of his death he was President of the Massachusetts 
Society of Psychiatry. He was also a member of the Norfolk 
County Medical Society, Massachusetts State Medical Society, 
New England Society of Psychiatry, American Psychiatric Asso- 
ciation, and the American Medical Association. 

On July 2, 1907, Dr. Cohoon was married to Miss Margaret 
3rown, who survives her husband. 

In the death of Dr. Cohoon we see the passing of one of the 
ablest administrators in the field of psychiatry. Dr. Cohoon 
brought to Medfield a breadth of vision which is rarely seen. By 
his wise guidance he made the hospital over which he presided a 
real psychiatric asset to the state. He was particularly strong in 
his community contacts. The Medfield State Hospital occupies a 
position in the community it serves which might be the envy of 
other institutions. Dr. Cohoon brought to bear on the problems 
of administration a humanitarian attitude, a scientific spirit, a 
broad understanding and a love for human beings which increased 
his efficiency, both as psychiatrist and hospital executive. 

He will long be remembered by his associates as a loyal, genial, 
kindly friend. The Massachusetts Psychiatric Society will miss 
his wise counsel, and his associates in the state service who have 
long looked up to him for guidance in the many problems that 
perplex them, will feel his loss keenly. Psychiatry is the better 
for his interest in this specialty. [le united the qualities of the 
executive with the interests of the scientist, and placed his insti- 
tution on a very high medical and psychiatric plane. His life will 
serve as an example to be followed. 

A. BryAn. 
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ERNEST L. BULLARD. 


Dr. Ernest L. Bullard, of Rockville, Md., the proprietor and 
physician-in-chief of the Chestnut Lodge Sanitarium died suddenly 
on January 17, 1931. 

Dr. Bullard had not been in good health for some time, but no 
apprehension was felt as to a fatal termination of his illness. He, 
with Mrs. Bullard were en route by automobile to Florida. He 
died in a hotel in Rockingham, N. C. 

Dr. Bullard was born in Montgomery County, Va., April 19, 
1859. He was educated in preparatory schools and at Carroll Col- 
lege, Waukesha, Wis., and the University of Wisconsin at Madison, 
and received his medical degree from the Rush Medical College, 
Chicago, in 1883. He entered the practice of medicine in Wau- 
kesha, Wis., early devoting attention to mental and nervous diseases. 

In 1901 he became Medical Superintendent of the Wisconsin 
State Hospital at Mendota, which position he occupied until 1904. 
After leaving Mendota Dr. Bullard engaged in the practice of 
psychiatry in Milwaukee, Wis., and taught neurology and psy- 
chiatry in the Milwaukee Medical College. 

In 1910 he moved to Rockville, Md., and established the Chestnut 
Lodge Sanitarium which he had conducted successfully ever since. 
For the past few years he has had associated with him his son 
Dr. Dexter M. Bullard. 

In November, 1896, he married Miss Rosalie Means, of Ashland, 
Ky., who, with one son Dexter M., survives him. 

In 1902 Dr. Bullard became a member of The American Psy- 
chiatric Association. He was also a member of the American 
Medical Association, of the Montgomery, Md., County Medical 
Society of which he was at one time President, and of the Medical 
Chirurgical Faculty of Maryland, The State Medical Society. 


HENRY B. NUNEMAKER. 


Henry B. Nunemaker, M. D., who died at Reading, Pa., on 
July 3, 1931, was born in the year 1842 near Reading, Berks 
County, Pa. He received his academic education in Fair View 
Seminary and at Reading, Pa., Classical Academy. He studied 
medicine in the office of Dr. A. A. McDonnough, of Reading, Pa., 
and graduated from Medical School of the University of Pennsyl- 
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vania in 1867. In the fall of the same year he began the practice 
of medicine at Vandalia, Ohio. Two years later he was elected 
one of the resident physicians to the Dayton, Ohio, Hospital for 
Insane, where he served until 1878. In 1878 he was appointed 
assistant physician at the Pennsylvania Hospital, Philadelphia, Pa., 
department for mental and nervous disorders by Dr. Kirkbride, 
after whose death he continued to serve as an assistant physician 
under Dr. John B. Chapin, who became Superintendent of the 
hospital in 1884. Continuing in service until 1908, when he retired 
from active work, his entire medical service at the Pennsylvania 
Hospital, covering a period of 30 years, was given to the depart- 
ment for women. He had, when he retired, been in hospital service 
39 years. He studied at the Royal University of Berlin, Germany, 
in 1886. In the year 1878 he married Miss Julia Etta Miner, of 
Ohio, who died some years ago. 


CHARLES H. SOLIER. 


Dr. Charles H. Solier, Medical Superintendent of the Wyoming 
State Hospital, Evanston, Wyo., died December I0, 1930. His 
death was caused by rupture of the left ventricle following myo- 
carditis and coronary occlusion of some years duration. 

Dr. Solier, born in 1861, graduated at Oberlin College 1884, and 
from Long Island Medical College in 1888. 

He became a member of The American Psychiatric Association 
in 1908 ; was also a member of The American Medical Association 
and of The Wyoming State Medical Association. 


DR. THEODORE H. KELLOGG. 


Dr. Theodore H. Kellogg, whose death following cerebral hemor- 
rhage September 20, was recorded in the last issue of the JouRNAL, 
had achieved the distinction of 66 years continuous practice of 
psychiatry. His private sanitarium, Kellogg House at Riverdale- 
on-Hudson, he had conducted since 1897. Death occurred in his 
year. 

Dr. Kellogg was born in Grahamville, S. C. He was graduated 
with the degree of A.B. from Norwich University (Vt.), and 
received his degree in medicine from Bellevue Hospital Medical 
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College. The military tradition of his family he maintained as an 
officer in the Northern army during the Civil War. 

Immediately after the war Dr. Kellogg’s psychiatric career began, 
his first post being that of resident physician to the New York 
City Lunatic Asylum. He was later assistant physician to the 
Hudson River State Hospital, and superintendent of the Willard 
State Hospital. On leaving Willard he established Kellogg House 
which he directed until his death. 

It was at this time, 1897, that he published his “ Text Book on 
Mental Diseases,” which was an outstanding contribution to the 
psychiatry of the period. 

Dr. Kellogg became a member of The American Psychiatric 
Association in 1872, and for some years his name had stood first on 
the roll of life members. 
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